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Evaluation of Valid Diagnostic Procedures in Neurologic Practice 
K. GROSVENOR BAILEY, D.O., F.A.C.N., F.A.C.O.S. 


Los Angeles 


Of the many experimental and theoretic diagnostic 
and therapeutic tests which have been devised to refine 
the neurologic and neurosurgical disciplines there are 
extant some thirty-five which are useful in testing the 
limits of present knowledge in these sciences. This 
paper seeks to explore the indications for and the ade- 
quacy of these tests which are ancillary procedures to 
the routine neurologic examination. They will be con- 
sidered as they apply to the skull, cerebrovascular sys- 
tem, brain, spine, spinal fluid, spinal cord, peripheral 
nerves, and muscles. 

THE SKULL 

Inspection, palpation, and auscultation are always 
the first procedures used in the diagnosis of skull con- 
ditions. Roentgenography is the next step. True 
posteroanterior and true lateral survey films of the 
skull often show fibrous dysplasia.’ Fibrous dysplasia 
may be mistaken for meningioma which requires 
surgical examination of the tissues. Air shadows 
accumulating spontaneously in the cisterna chiasmatis 
following skull fracture are proof of traumatic pneu- 
mocephalus and may lead to finding a dural tear, the 
source of a cerebrospinal rhinorrhea. Toxoplasmosis, 
torulosis, and oligodendroglioma may each throw a 
curvilinear shadow which must always be taken into 
account. 

Visible changes in the sella turcica are suggestive of 
pituitary adenomas which can cause intrasellar balloon- 
ing or erosion, extrasellar clinoid compression, or even 
dilatation of the third ventricle which so often erodes 
the sella from above. Changes in the skull tables may 
signalize parasagittal meningioma or changes at the 
base, an acoustic neurinoma. The cerebral calcification 
of Sturge-Weber syndrome? (calcification in the brain, 
glaucoma, convulsive seizures, and nevi) can be a 
diagnostic guide when first spotted on a pilot film, 
Cholesteatomas with erosion of the internal auditory 
canal show their location as do reticuloblastomas which 
spread the optic fissures. Both patient and surgeon are 
fortunate if a benign osteoma or a congenital frontal 
or midline occipital dermoid cyst or sinus is found 
on the first x-ray examination. 

CEREBROVASCULAR SYSTEM 

Cerebral angiograms and sinus venography are of 
diagnostic value in neurologic practice. Some au- 
thors**® with a 10-vear experience suggest that the 
opposite carotid should be compressed while the operat- 
ed side is being injected, whether by percutaneous or 
open method, because both arterial trees may then be 
visualized. This is necessary whenever one carotid is 
found to be thrombosed at the carotid bifurcation. It 
is believed that no angiograms should be made in the 
elderly, but that papaverine should be used preopera- 
tively at any age. As to the claim that the differentia- 
tion of extracerebral and intracerebral hematomas can 
better and more safely be made by angiogram than by 
exploratory trephine I cannot agree. I offer the follow- 
ing case history’ as proof: While at work, a young 
woman of 33 was seized with a convulsion and a 


weakness of the left face, arm, and leg, following 
which she lapsed into a semicoma. Upper deep re- 
flexes on the left were greatly diminished although the 
lower were increased and both Hoffmann’s and Ba- 
binski’s reflexes were present on the left. The asso- 
ciated restlessness and the circumstances accompanying 
the sudden onset called immediate attention to the right 
motor area and to the need for study of the spinal 
fluid. Blood was encountered in the spinal fluid, and 
the manometric pressure was high. This confirmed the 
suspicion of a gross cerebrovascular accident involving 
the surface of the brain, but the neurologic data 
pointed to intracerebral damage also. On this basis I 
trephined the skull over the rolandic fissure and came 
upon a strange sight: The skull was adherent to the 
dura, which adhered to a mass of cortical vessels; the 
discolored brain pouted from beneath and there was a 
hematomatous mass over the cortex 6 cm. in diameter. 
On removal of the extracerebral clot the softened 
ecchymotic brain was suctioned, and just below the 
cortex lay a clot which had separated the insula and 
compressed the internal capsule. This was demon- 
strated with Pantopaque, and evacuation restored fune- 
tion to the patient and ability to 
accustomed job. 


work at her 


Vertebral angiography has been used by some. 
Radner* reports 220 successful cases with radial artery 
catheterization direct to the vertebral artery. The pro- 
cedure should be confined to the detection of basilar 
aneurysms ; it has no place in neoplastic disease. 

For vertebral angiography Stuart® suggests the 
subclavian artery approach at its third (lateral) seg- 
ment in relation to the scalenus anterior with the pa- 
tient lying in the ventrolateral position, A 5-cm. 
incision is made 1 cm. superior to and parallel with the 
medial portion of the clavicle; this lateral approach 
would take into account the platysma myoides which, 
with the external jugular vein, would be divided with 
the supraclavicular nerves to the surface of the deep 
fascia colli. The chief landmark, the scalenus anterior, 
which at its origin is attached to the anterior tubercles 
of the third, fourth, fifth, and sixth cervical vertebrae, 
passes deep to the sternocleidomastoid muscle and in- 
serts by a narrow tendon upon the scalene tubercle of 
the first rib. This insertion separates the subclavian 
artery behind from the subclavian vein in front. The 
roots of the brachial plexus emerge from the “inter- 
scalene triangle” (Stuart) which is in relation su- 
periorly, posteriorly, and inferiorly with the subclavian 
artery. Avoiding the subclavian vein anteriorly and 
the roots of the brachial plexus posteriorly, the catheter 
is introduced into the subclavian artery lying exposed 
between. The safest landmark is the scalenus anterior 
insertion. The catheter is introduced counter to the 
direction of the arterial flow but with the tip of the 
catheter up and no farther medial than the scalene 
insertion. 


Obviously, no one should embark upon this pro- 
cedure unless he has thorough knowledge of surgical 
anatomy as well as a full complement of equipment 
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and trained personnel. Nothing is more hapless than 
a blank x-ray film. 

Venograms, when being used to determine the 
patency of the dural sinuses, are best accomplished 
by trephining and direct injection of the sagittal sinus. 
For parasagittal tumors such as meningiomas (the 
first of which in my surgical practice I reported in 
1943)*° this maneuver is preoperatively desirable. 

Because it may be diagnostic as well as therapeu- 
tic in its effect on the cerebrovascular status, it is 
proper to stress the use of stellate ganglion block on 
the side opposite the symptoms, but on the side of the 
actual known cerebral embolus, thrombus, or vaso- 
spasm. As evidence I cite a case" of an old thrombotic 
hemiplegic who responded to stellate ganglion block 
2™% years after the initial vascular accident to the ex- 
tent that she improved from paralysis of the leg to 
walking and from paralysis of the arm to caring for 
her hair. 

Still searching the neurovascular status, examina- 
tion of the retina, fundus, and vessels of the optic 
nerve head is a sine qua non of neurologic diagnosis. 
The arteriovenous ratio may be so disturbed that 
Salus’ sign with the vein arching the artery may be 
found. If the patient suddenly becomes blind the 
pathologic condition may be retinal detachment due 
to postretinal hemorrhage, or it may be a thrombus of 
the central retinal vein or embolus of the central 
retinal artery. In the former there may be hyperten- 
sion or hypotension; the disk is choked, and the veins 
are tortuous. In the latter the artery is pale and narrow 
distal to the embolus ; proximal to the clot the artery is 
dilated. Recently Bailey and Pinder’? operated on a 
patient with a huge olfactory groove meningioma. The 
patient presented no anosmia, no visual defect, no 
choked disk, and no appreciable venous engorgement 
on repeatedly close ophthalmoscopic scrutiny; how- 
ever, the information pertaining to arteriosclerosis, 
diabetes, albuminuric retinitis, and the optic atrophies 
which can be obtained by using the ophthalmoscope 
makes it a “diviner of great depths.” 

As new as retinal study is old are the iodinated 
sera which have been used in highly specialized hospital 
clinic services intravenously for the detection of brain 
tumors. These are mentioned here for it is through 
the vascular channels that radioactive di-iodofluorescein 
collects in vascular tumors, and it is signally absent in 
avascular tumors such as cysts and meningiomas and 
in areas of arachnoiditis. Reportedly the use of Geiger 
counters with human serum albumin as the tracer 
agent is cheaper, and radioactivity remains longer 
available for detection.** Optimum concentration of 
iodine*** in neoplasms is considered to be about ten 
times that in normal brain tissue, varying with the size 
and depth of the lesion."* 


THE BRAIN 


Together with the above, the accepted methods of 
investigation in the study of brain lesions include the 
following : 


The perimetric examination may be inadequate 
and very misleading unless Traquair’s’® description of 
the visual field as “. . . an island of vision surrounded 
by a sea of blindness” is understood, and unless a 
Bjerrum black cloth screen 1 meter square is placed 
at 2 meters distance, using 1 mm. test objects for a true 
quantitative perimetry."® 
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The binaural loudness balance tests aid in localiza- 
tion of tumors of the eighth nerve and in the differen 
tial diagnosis of auditory disease; recruitment and 
diplacusis are absent in the presence of acoustic nerve 
tumors whereas in Meéniére’s syndrome (end-organ 
trauma) they are present.’” 

Caloric tests must include stimulation by both 
hot and cold water in each ear because, in vestibular 
function, nystagmus and the sense of rotation are not 
of equal duration, nor are they directly related."* 

The electroencephalogram must be accepted as an 
essential in neurologic diagnosis. It has recently been 
shown” that a cerebral dysrhythmia can be related to 
the prognosis in both hypothyroidism and _ hypo- 
glycemia and that a high protein diet and anticon- 
vulsant therapy are effective. Phenurone, the new anti- 
psychomotor epileptic remedy, is at times too easily 
toxic. Dilantin and phenobarbital and Dilantin used in 
combination with osteopathic manipulative technics are 
palliatives for the palpable and subclinical tensions 
which accompany the convulsive states. 

The surgical diagnostic approaches to the brain 
itself include air studies via the spinal route, ven- 
triculography, use of a trocar after skull trephining, 
use of the ultraspectroscope and graph, *” *" the rou- 
tines of cortical stimulation at the surgical table, and 
the fitting of the new stereoencephalotome. Biopsies 
are certainly important but they are an academic 
gesture unless second-stage surgery is planned or un- 
less a frozen section is immediately available. The 
ultraspectrograph reveals that the spinal fluid content 
of protein and ascorbic acid is higher in the presence 
of gliomas and meningiomas than in metastatic car- 
cinomas. It has long been known, also, that the nearer 
any brain tumor is to the subarachnoid space the 
greater are the changes found in the cerebrospinal 
fluid. In schizophrenics a higher ultraviolet absorption 
rate (0.799 + 0.040) compared to that of normal con- 
trols (0.668 + 0.023) seems statistically significant.** 

The study of cortical stimulation and response (1 
use a Rahm cortical stimulator, CRS-55) and dien- 
cephalic stimulation is impressive and useful.** 

THE SPINE, SPINAL CORD, AND SPINAL FLUID 

The necessity for neurologic analysis of the struc- 
tural status of the spine and its various assemblies has 
been pointed out by Sacks.** This confirms my con- 
viction that no neurologic examination is complete 
unless the coverings of the nervous system (the scalp, 
skull, spine, dura, and neurilemma) are thoroughly 
investigated. 

The elements of the spine which bear weight bear 
watching. For the oft-maligned disk, as well as other 
space-taking lesions of the spinal canal, Pantopaque 
myelography is well adapted and standardized. In my 


.own work I make a fluoroscopic survey using 5 to 20 


ce. of the opaque medium and follow it with specific 
spot films in the prone, the true lateral, and the oblique 
views from above and below the suspected area. 

The indications for and technic of discography 
have been discussed by Cloward*® and Lindblom.** In 
this technic, the spinal needle passes through the 
cauda, the anterior dura, and into the actual disk space, 
and there is danger of trauma to the cauda equina and 
of capillary hemorrhage which in this area may cause 
complications. 

The following should always be included in the 
technic of spinal fluid tests: (1) The patient should 
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be placed in the lateral recumbent position to insure 
basic pressure readings. (2) A short 22-gauge needle 
is used for children and a long 20-gauge needle is used 
for adu'ts. (3) A water manometer should be vertical- 
ly attached to the needle by a simple right-angled 
adapter or a 3-way petcock. (4) The spinal fluid 
should be examined for cells, xanthochromia, and total 
protein, and Kolmer and colloidal gold tests should be 
performed. A jugular compression should not be per- 
formed unless there is no suspicion of either spon- 
taneous or traumatic hemorrhage. 

An obstructive mass in the spinal canal may be 
caused by spondylosis deformans, ruptured disk, ad- 
hesive arachnoiditis, tuberculosis of the spine, com- 
pression fracture, or varicosity of the cord, or it may 
be a cyst, a solid benign tumor, osteoma, abscess, or 
sarcoma of a vertebra, or an arthritic exostosis. The 
mass may be extradural or subdural, and, if subdural, 
it may be outside the spinal cord or intramedullary. 


PERIPHERAL NERVES 

Laboratory examination of peripheral nerves (to 
differentiate symptoms and findings from brain or cord 
tumors) is for the most part confined to biopsy, reac- 
tion of degeneration, and the responses of chronaxie. 
Thomas and Korr*? have developed important equip- 
ment for research with neuromeres and dermatomes 
of skin resistance patterns. 

Neurography** with injection of Pantopaque in 
amounts greater than 0.2 cc. may seriously damage the 
nerve. At present the technic is neither safe nor suff- 
ciently developed to be used as a diagnostic method. 

MUSCLES 

A neuromuscular diagnostic implement which is 
providing increasing knowledge of pathology and 
prognosis the portable electromyograph.*® One 
series*® showed a distinct correlation between pain, 


is 
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denervation, and a nonphysiologic recording of muscle 
bundle functions. This conforms to the theory of 
Gerard* that causalgic pain may be caused by the loss 
of innervation of a part, and therefore may be what | 
neologically denominate “aneurodynia,” a pain due to 
lack of nerve. This seems tenable and has its philo- 
sophic and psychologic counterpart even to semantic 
appropriateness, for when one “loses his nerve” he 
either cries aloud in anguish or dismay or else wears 
himself out (psychogenic denervation) in bewildered 
silence to the point of a “pain in the neck” or even to 
a break with reality in a schizoid withdrawal. To all 
who have had serious experience with both organic and 
psychodynamic problems there must at times come a 
sore temptation to think of the physical symptoms of 
schizophrenia as more than passingly reminiscent of 
the symptoms of “sympathetic blockade” which, ac- 
cording to Rosenbluth and Meirowsky,”* are disorien 
tation, stupor and/or coma, hypotension, and hypo- 
thermia. 

Electromyograms** are in some instances so in- 
structive that they are becoming valid in legal decisions 
involving neuromuscular diagnoses, prognoses, and 
“agnoses,” that is, without them in certain instances 
some highly technical panels will not affirm, support, 
or believe the clinical diagnosis. 


SUMMARY AND CONCLUSION 


Currently valid adjunctive diagnostic technics aid- 
ing in neurologic and neurosurgical decisions have been 
evaluated and described. The total evaluation of the 
patient must not omit the valid diagnostic methods of 
neuropsychiatry, the clinical approaches, or the use of 
psychologic technics which test by projection methods 
and by psychometry the adaptability of the patients 
to their environment. 


649 Olive St. 
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Art Evaluation and Psychiatric Practice 


ERLE W. FITZ, D.O. 


Journal A.O.A 


Vol. 53, No. 3 


Chairman, Department of Psychiatry 
Des Moines Still College of Osteopathy and Surgery 
Des Moines, Iowa 


The writer’s interest in art, as it might relate 
to the practice of psychiatry, was fostered by the 
unique opportunity to establish an art group project 
at the Still-Hildreth Sanatorium in Macon, Missouri. 
The project began with the usual amount of specula- 
tion, hesitancy, and ignorance which attends most 


strange procedures. More than a little trepidation 
accompanied the introductions of the first patients to 
unscarred drawing boards in January, 1950. It was 
my first year of formal residency, and much was to 
be learned of transference, countertransference, and 
other interpersonal factors governing that type of 
rapport which, above all else, constitutes the essence 
of therapy. Little enough was known regarding these 
technics as they related to individual relationships, less 
to a group. This may have been a virtue, however, 
for, undismayed by awareness of what might be in 
error, the project, from all aspects, survived success- 
fully for 3 years. 

For the greater part of this period the group met 
four or five afternoons weekly. Attendance was vol- 
untary. All categories of patients were present at 
the same time. Only those patients who were more 
than moderately disturbed were not permitted to leave 
or enter at their own desire. From a general stand- 
point there was no effort to “teach” the patients. Occa- 
sionally, however, one or two patients would approach 
the group, professing a desire to learn. Formal in- 
struction was given to these individuals. It cannot 
be said that the others did not learn, for, by virtue 
of reassurance, absence of criticism, and by the process 
of identification with the technics of others, proficiency 
did occur. This aspect will again be discussed in 
relation to therapeutic implications. 

There was no restriction of media. The most 
popular were charcoal pencils or pastel crayons; next, 
water colors; and, lastly, oils. At the start of the 
project the patients could paint or portray anything 
they wished; however, it was not until later that they 
were encouraged toward spontaneous, or “free,” pro- 
ductions. This change of procedure was_ brought 
about by the small wave of literature which appeared 
on the subject during 1951, to which reference will 
be made later. Thus, in the early days, encouragement 
to draw or paint was effected by calling attention to 
prepared still lifes, life models, or to a work which 
[ had previously executed. As the project grew, prints 
of contemporary and classic paintings were collected 
and filed. Hundreds of photographs depicting all types 
of subject matter were amassed. The patients found 
these a great source from which to gain ideas. I deeply 
regret that no close record was kept of the type of 
selection according to type of patient. I now appre- 
ciate that the choices, in many instances, would have 
been most pertinent in revealing factors related to 
inner need. In connection with the cataloguing and 
filing of the many items with which the project fune- 
tioned, it is most important to realize that much of 
this work was successfully done by patients, and.not 








‘ 


without a sense of pride of accomplishment. This 
particular side aspect of the group offered a fine 
opportunity, based on reality contact, for fostering 
interpersonal relationships. 

The initial objective of the group was to provide 
a recreational or occupational neutralization of leisure 
time. It was not until the sixth or seventh month that 
certain observations began to coalesce and give to the 
project implications that related to diagnosis, prog- 
nosis, and therapy. With the dawning of this realiza- 
tion, certain routine measures were altered, and 
concentrated effort was directed toward accumulation 
of specific types of data reflecting the inferences noted 
above. At the same time publications relating to art 
and psychiatry began to appear. Thus it became 
apparent that the use of either the graphic or plastic 
art form is a valuable dynamic study which collabo- 
rates well with current psychiatric concepts. It should 
be understood that I occupied a unique role with this 
particular group—to many I was a physician, physi- 
cian and leader, or just leader; to others I was 
instructor; and to a few, my exact position was not 
too clear. These many-sided roles had an interesting 
and currently debatable effect. It is deemed wise, in 
some therapeutic circles, never to step beyond a rigidly 
applied therapist-patient relationship. These groups 
would argue that disregard for this rule is fatal 
to the therapeutic progress. How or why this is so is 
based on many vague references to the transference 
situation. As many of my patients were in the group, 
an opportunity, then unrealized, presented itself to test 
the validity of such a concept. In retrospect, it is my 
opinion that this dual role as physician and group 
leader offered certain advantages that are extremely 
difficult to approximate on the so-called more orthodox 
plane. This opinion is based on the long-recognized 
but rarely acknowledged fact that most people learn 
much by identification. Perhaps the dual role aided 
the patients to appreciate more fully the therapist as 
a human being. It appears redundant to imply that 
such an identification aids in learning how to adapt 
to human beings in general. Be this as it may, not 
once was there any evidence to suggest that the demo- 
cratic role of group leader interfered with the thera- 
peutic rapport instituted at a so-called higher level. 


The following paragraphs deal with those observa- 


‘tions that are deemed to be of psychiatric importance. 


Many of these data became meaningful only after the 
group had been in session a little short of a year. It 
was most heartening to realize that many of the find- 
ings were in accord with literature which, at that point, 
Was not in print. 

Not too long after the start of the project I was 
struck by the prognostic indicators that were detected 
by virtue of the paintings. Most amazing was. the 
realization that the presence of inner turmoil was indi- 
cated by the type of art production before such tersion 
was evidenced in the usual clinical sense, that is, by 
observation of ward behavior. ( 


The reverse was also 
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true. The gradual dissolution of mental distortion was 
reflected by improvement in painting w hile the patient 
still exhibited objective signs of anxiety that were as- 
sumed to be of the same intensity as they were when 
he was admitted. A few cases will illustrate this fea- 
ture of artistic evaluation. 

A 29-year-old married woman was admitted who 
demonstrated paranoid mental content but whose delu- 
sional system appeared related to certain environmental 
features, paranoid references related to a husband 
whose philandering was known and whose concern 
for the patient’s welfare was indeed questionable. 
Apart from occasional tears and a not-too-apparent 
aloofness with other women, there was nothing to sug- 
gest severe personality disorganization. She attended 
the art sessions on three occasions during a 1-week 
period. She had had no previous training but took 
to the project with a slight show of enthusiasm. On 
the day of her first visit she painted a life portrait 
with the majority of the group. At the end of the 
3-hour period the study was as yet uncompleted, but 
otherwise there was no indication of internal disorgani- 
zation. The features, placement of the head, and the 
coloring were of the quality that one would expect 
of the serious amateur. Two days later the patient 
painted her conception of another work. By the end 
of the session, this painting was not only unfinished 
but the quality of the work had deteriorated. The dis- 
tortion of conception and perception was striking. 
Later in the evening the patient was singled out for 
study. There were no obvious changes of her behavior 
pattern or in her verbalizations from those noticed at 
admission. Two days later a third painting was at- 
tempted. The result was pathetic in terms of disinte- 
gration. All contact with reality had broken. Her 
painting was bizarre and distorted, and the coloring 
was explainable only to the patient. The very next 
day all superficial barriers to the inner upheaval were 
loosened, and her appearance was typical of extreme 
catatonic schizophrenic regression. 

Another female patient, aged 27, began to show 
remission from a 2-year catatonic schizophrenic re- 
gression shortly after the art project was born. At this 
time her actions in the ward suggested moderately 
severe disorganization. Socialization was sporadic and 
at a childish level. She displayed a flightiness that 
seemed provoked by hallucinatory experience. She 
giggled, danced, and made certain incomprehensible 
gestures. She applied cosmetics with the delicacy of a 
10-year-old. She interrupted concerns of the moment 
with a startling suddenness. It was this clinical ap- 
pearance that she brought to the art class. At first 
interest was punctuated by sudden flights from the 
room. She started many paintings which never got 
beyond a few applications of paint, but finally she 
finished a still life. Her previous artistic training was 
evident by her placement and handling of form, but, 
on her finished product, she wrote various bizarre 
phrases and added stars, moons, and suns. As a final 
gesture she encased the entire painting under a grill- 
work of heavy black crayon. A few days later she 
completed a spontaneous, or free, version of a Florida 
beach in the moonlight. The conception was in line 
with the basic theme, and apart from a predilection 
for schizophrenic blue there were no overinclusions 
or inappropriate symbolizations. The ‘ ‘writing- in” was 
absent. From then on she visited the group frequently. 
This and the progressive change in quality of her work 
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were 
Was 


, for a long time, the only manifestations that she 
gaining in remission. That such an index was 
reliable was later proved by the disappearance of ward 
observed regressive traits. 

It became possible to be forewarned of the ex- 
plosive catatonic outbursts in a chronic schizophrenic. 
This man, aged 34, had been a patient for several 
years. Previous college training in mechanical engi- 
neering occasioned a fluctuating interest in the sessions. 
During those periods between mutism or volcanic ac- 
tivity, he would create his 
architectural features of the institution. These would 
be executed in a fashion that prescribed to the mathe- 
matical formulations of high mechanical design. In- 
variably, whenever drawings equal to the work of a 
10-year-old would present themselves one could expect, 
within 2 or 3 days, sudden loosening of affective 
control, which would necessitate removal from the 
main building. As I was in contact with this patient 
for the entire 3-year period, it became possible to pre- 
dict, by virtue of the art productions, radical distor- 


impressions of various 


tions of behavior patterns. 


Not a few of the patients who succeeded in re- 
taining a remission from psychotic episodes were 
members of the group before, during, and after remis- 
sion. The degree of artistic progress at 
became an interesting adjunct by which to 
amplitude of impairment. In this respect, a discharge 
painting fulfilled an important function. I have in 
mind the one painting contributed by a 52-year-old 
woman supposedly in remission from an involutional 
reaction. It is sometimes very difficult to adduce evi- 
dence supporting the patient’s and physician’s conten- 
tion that discharge is in order. The tremendous 
amount of energy that is spent in the attempt to mask 
a specific feeling is one of the most promising poten- 
tials of psychotherapy. Now the fact that this woman 
offered to paint at all was indicative of an affective 
change, for paintings by depressed subjects are very 
rare. Should they paint, their efforts are somber, 
stifled, and inhibited as are their other clinical charac- 
teristics. The patient’s paintings were in light, warm 
colors showing a buoyancy of motion deemed impos- 
sible to depict without a basic inner feeling of the 
same quality. 

A 29-year-old male artist, who suffered an acute 
undifferentiated schizophrenic reaction, painted noth- 
ing while in a state of disorganized, delusional mania. 
\s he entered remission a revival of his former inter- 
est occurred, but was manifested by more or 
experimentation with various washing technics. 
cidental with what appeared to be, from a ward stand- 
point, full remission, was his inclination to paint 
certain specific themes from recall or to paint outside 
landscape studies. These so-called products in recovery 
were well organized and formulated water color paint- 
ings which stood as a fine index of the mental status. 
An interesting but unproved note was the patient's 
own comment that his postpsychotic painting was 
artistically more satisfactory than previous attempts. 
trill’ has called attention to the fact that individuals 
who show no artistic talent suddenly display remark- 
able ability along such lines when they 
“insane.” 

I have observed a somewhat similar parallel with 
manic patients whose accelerated psychomotor func- 
tioning was without disorganization or depersonaliza- 
tion. One patient in particular adequately illustrates 


discharge 
measure 


less 
Coin- 


bec« me 
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the point. A 24-year-old unmarried schoolteacher was 
admitted in acute mania. She exhibited hyperactivity 
in all spheres, flight of ideation, and a willingness to 
surpass anyone in whatever activity was mentioned. 
As her list of triumphs included painting it was decided 
to allow her access to the group. She was brought to 
the art room directly from the disturbed section. 
When the patient was placed before the board she 
started to work immediately. Irom that moment on, 
and for the duration of her manic episode (about 1 
week), her performance was amazing, fantastic, and 
thrilling. She worked with one brush or with several 
at once, paint was literally dumped on the paper, form 
came together rapidly, washes were accomplished by 
the actual throwing or spilling of water. It became 
apparent that the patient’s claims as to previous artistic 
leanings were not fanciful delusions. The first product 
was completed in a matter of 4 or 5 minutes. The 
subject, a landscape, was of her own creation and was 
a well-balanced, thoroughly pleasing composition. At 
its completion she demanded more paper. This went 
on all afternoon, and the day’s crop included several 
landscapes and a few quick portraits of class members. 
She attended class daily and continued to turn out good 
paintings with a fascinating rapidity. And then, quite 
suddenly and overnight, the mania aborted and the 
patient was in remission. On the afternoon of this 
spontaneous reversal the patient painted. The differ- 
ence in technic and finished product as compared to 
previous studies was startling. It took her four times 
as long to finish one water color. This was a landscape 
with the colors much more modestly applied. The 
work, when set beside others, displayed the effect of 
inhibition and control. She readily agreed that this 
painting was a typical sample of the type of work she 
executed “normally,” at least, whenever she painted, 
which was seldom. 

The criteria that led to the type of evaluation 
above dealt with the following basic points: Technic 
of drawing and coloring, production time, perceptual 
and conceptual ability, overinclusion or omission of 
certain details, manner of using color, “writing-in”’ 
effects, and apparent symbolizations. It is to be re- 
membered that as yet there was no appreciation of the 
fact that much of the projected material dealt with 
intimate motivational factors. 


In regard to paintings of schizophrenics the fol- 
lowing features were noticed. Most of these observa- 
tions are not necessarily specific and the application of 
them must be used with a thorough knowledge of the 
patient, his background, the length of illness, and other 
factors. Whenever figures were portrayed there was 
usually omission, or exaggeration of body parts. This 
of course indicated lack of contact. Some figures were 
primitive, reflecting the immaturity of deep regression. 
There were distortions or variations of body parts 
which seemed to depict specific areas of psychic con- 
flict. Overdetailing was a common feature, and this 
tendency to spend hours placing each brick of a house 
or each clapboard of a barn or each vein of a leaf took 
much time and was responsible for a frequently en- 
countered trait of the schizophrenic artist, namely 
slowness of pictorial development. It was not unusual 
to have some patients take as long as 8 or 10 hours to 
complete what actually turned out to be a very simple 
drawing. This portrayed their lack of sureness in 
contacting their environment. With some it appeared 
as though there were an ever-present doubt as to how 
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to begin. In others, overdetailing reflected conception 
of what it might take to make or guarantee security. 
Most of these features were noticed in the chronic 
paranoid schizophrenic or in those catatonics who 
might be described as in semiremission. 

Patients undergoing acute episodes of catatonic 
excitement or those acutely disturbed usually portrayed 
their disorganization with little evidence of psychomo- 
tor retardation. The medium would be applied thickly 
and the stroke would be loose. The colors would be 
more or less solid and predominantly cool. Several 
other interesting elements of such drawings were 
noted. In the majority of instances, no matter what 
the subject matter might be, the sun was an integral 
part of the completed picture. The sun was almost 
universally displayed by a bright yellow circle with 
the rays coming off in all directions. In most instances 
it was the last part of the drawing to be completed, 
and yet it never seemed to be added as an afterthought. 
It would sometimes be superimposed upon material al- 
ready painted, or there might be a place reserved for 
it at one corner of the drawing. The term “schizo- 
phrenic blue” has been used. This term was coined to 
describe the deep blue-purple mixture that constituted 
the predominant color choice of the schizophrenic, 
especially when disturbed. A red-purple was also a 
common choice. Extreme contrasts of color were fre- 
quent and deliberate shading was invariably absent. 

Generally speaking, the degree of obvious distor- 
tion, disorganization, and fragmentation appeared to be 
proportionately related to the degree of inner tension 
rather than to length of illness. 


The manic, too, literally flew into his project. 


With pencil or brush, the strokes were vigorous, un- 
restrained, and overinclusive. Form, however, re- 
mained relatively sound. 

Attention will now be turned to a discussion of the 
literature that served to augment the initial interest in 
the project. Prior to 1950 it was exceedingly difficult 
to find written references to this subject. Investiga- 
tion proved that most articles dealing with psychiatry 
and art were confined to journals long since out of 
print or very difficult to find. Naumburg,? in her 
excellent study, makes reference to the following: Be- 
tween 1876 and 1888 Max Simon and Cesare Lom- 
broso noted that psychotics depicted their own mis- 
fortunes, agonies, and persecutions. Simon pioneered 
in this viewpoint, and later Lombroso contributed more 
evidence to support the idea that behind the produc- 
tions of the mentally ill lay sense and meaning. In 
1906 Fritz Mohr utilized a sort of experimental draw- 
ing test, a technic which paved the way for the 
Rorschach, Goodenough, Thematic Apperception, and 
Szondi tests. Between 1916 and 1926 Prinzhorn wrote 
extensively of the esthetic significance of psychotic 


‘art. During the twenties Schilder, Pfister, and Pfeifer 


published illustrated studies of spontaneous art produc- 
tions of patients under psychoanalytic treatment. In 
1925 and 1928 Nolan D. C. Lewis published papers 
dealing with the symbolic meaning of art productions. 
Naumburg points out that he was apparently the first 
psychiatrist to employ analysis of the art productions 
of patients as an adjunct to psychoanalytic therapy. 
During the forties Anastasi and Foley wrote concern- 
ing a survey of the literature regarding abnormal 
artistic behavior. The studies of Baynes and Bychow- 
ski show an interesting contrast in terms of approach, 
the former after Jung and the latter, Freud. 
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Naumburg’s profusely illustrated volume deals 
with the art productions of two artistically inclined, 
female schizophrenic patients. By virtue of the use of 
the spontaneous art technic a decided improvement was 
noticed in interpersonal relationships. This paved the 
way for freer verbalizations and the dawning of in- 
sight. Their progress was adequately portrayed by the 
gradual appearance of a nonschizophrenic form of art. 
The unconscious art projections were accepted by the 
therapist as symbolic speech. She states, 

. in all aspects of ritual, dream, and artistic expression man 
continues to speak in nonverbal symbols that are more univer 
sal than communication in words 

When inner experiences of a patient are projected into 
more immediate mode ot 
Thus the use of spontaneous art as a 
chief means of therapy has tended to rather than 
retard verbalization. This happens whenever the patient, eager 


plastic form, art often hecomes a 
expression than words. 


increase 


to make the meaning of his symbolic designs more understand- 
able to the therapist, elaborates their significance in words 
In the early sessions a patient seems unaware that his creations 
mirror the pattern of his 
follows plastic 


verbal release 
patient finds himself 
speaking about his own problems as expressed in the symbols 
of his art 

the therapist to 


inner conflicts; as 


expression ihe sOoOonl 
This is the reason that it is unnecessary for 


interpret directly to the patient what his 


spontaneous creations mean 
She later refers to a most important feature of 
art therapy in that 
the patient tends gradually to transfer his emotional con- 
flicts and their resolution away from his own person and onto 
the things he creates 
himself in his art 


The patient’s increasing ability to 


express becomes for him an _ obiective 
measure of his expanding ego strength. His new 


is fortified as he continues 


confidence 
to discover that his spontaneous 
projections lead him directly to the source of his conflicts 

The essence of the above was noted many times 
in my group even when there was no effort to deal en- 
tirely with free creations. It was most heartening to 
note a patient’s response to his own progressive im- 
provement. This, of course, maintained initiative and 
provoked confidence. Later, when spontaneous pro- 
ductions were presented, especially those containing 
the keys to conflict, the painting appeared to serve a 
twofold purpose. First, in many instances, the trans- 
mission of the idea, symbolized or not, to the paper 
detonated the energy bound to it and, secondly, the 
completed product became a chart by which the patient 
might visibly “work through” disturbing elements. 

This was well demonstrated by a severe maso- 
chistically inclined 45-year-old woman who had behind 
her years of self-induced wrath from others. Her 
ability to incure such disfavor at every turn was almost 
psychopathic, and had it not been for an excessively 
high psychogenic titer to her motivations, such a diag- 
nosis might have applied. At any rate, she was always 
bemoaning the fact that “things always happen to me,” 
and asking, “Why can’t I avoid trouble?’ While in the 
hospital she was a diligent and moderately apt member 
of the art group. She willingly projected many of her 
daytime and night-time dreams. On one occasion she 
presented her conception of her most profound desire. 
It was a landscape in which the foreground was a rock 
strewn meadow. At exactly the midhorizontal point 
rose grass-topped mountains. She had herself, a tiny 
figure, in the lower right corner of the picture. She 
stated that her present position in life was indeed 
surrounded by such rocklike hindrances to the land of 
peace and freedom, as represented by her pastoral 
background. Closer scrutiny of the tiny figure, herself, 
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revealed that it represented a little girl who was facing 
away from the Utopia. When this was pointed out to 
her, her eyes popped. She maintained a momentary 
silence of reflection and, with the grin of insight, 
finished the interpretation, “My Lord, I’m actually 
turning my back on it. Maybe | don’t want it! I am 
childish, am I not?” | had been trying for weeks to 
get her to acknowledge half as much. When she her 
self charted the very same philosophy there was little 
room left for intellectual resistance. 

It might be well, at this point, to discuss interpre 
tation of supposed symbolic content. In this regard, I 
have steadfastly followed the general principle of 
leading the patient to do his own interpreting. This 
attitude was born of the realization that it is difficult, 
if not impossible, to outguess the patient subjectively. 
There are many so-called universal symbols, but bitter 
experience taught that even a universal symbol has an 
individual meaning which many times heralds a con 
notation different from that generally inferred. | have 
not yet recovered from embarrassment concerning a 
pastel work given me by a schizophrenic patient who 
had done the painting in his room. It depicted a struc 
ture like an old tree stump against a 
schizophrenic blue. 


background of 
As | studied the stumplike object, 
it became clear to me that it represented a woman, head 
held high and with beautiful long hair reaching to the 
buttocks, sitting on a rock. This was filed away as 
sure-fire evidence of a repressed unresolved something 
or other until a similar drawing, by another patient, 
made its appearance. Suspicion provoked scrutiny, and 
it was disgruntlingly discovered that both individuals 
had taken their theme from a photograph of rock for- 
mations on the California coast. With the exception 
of the schizophrenic blue, the first patient had rendered 
a distinct likeness of an actual structure, tresses and all! 
Reitman*® is somewhat harsh, but practical, regard- 
ing interpretation. He points out that there is no inde 
pendent evidence to prove the existence of so-called 
phallic symbols : 
In the case of one individual it 
factorily 


may somet'mes be satis- 
demonstrated that a particular object symbolizes a 
given meaning. To extend this fact to an assertion that the 
object symbolizes the same meaning for all other individuals 
is quite unwarrantable . The subjectivity of this approach 
condemns it as a scientific method of attack 

He points out the disagreement that exists regard 
ing subjective interpretation. One particular observa 
tion bears mentioning: 

Boas and his collaborators 
[that] anthropological evidence indicates the relativity of all 
symbols and the universality of none Whilst certain paint- 
ings clearly suggest to the Jungian psychologist the rudiments 


have repeatedly pointed out 


of the manda'a, the same paintings with equal clarity suggest 
phallic symbols to the psycho-analytical spectator. It 
probable that the contradictory 


seems 
interpretations depend on the 
projective processes of the onk oker ; he sees what he expcets 
or is predisposed to see 


Reitman’s idea as to the “relativity but not uni- 


versality” of symbols was occasionally demonstrated by 
the use of hypnosis. Patients would paint their dreams 
or free projections on the so-called conscious level and 
would then interpret the work under hypnosis. Many 
of the symbolizations were not in accord with the 


“universal” doctrine. Likewise, many objects, not 
usually given significance, held a distinct individual 
meaning most pertinent to the theme under discussion. 
Caffin’s series* should be enlightening in this regard. 
He had the good fortune of working with a hypnotic 
subject who delighted in exercising an earlier artistic 
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training by regularly projecting his dreams and free 
content. .\ fine sequence of paintings, abundant with 
symbolizations, was collected and, in turn, interpreted 
by the patient. 

It was mentioned earlier that many of the positive 
results of the entire venture seemed related to earned 
pleasures fostered by expression, creativity, and im- 
provement of technic. Bender and Schilder’? gave 
credit to the same factors when they wrote of using 
graphic art with children suffering reading disabilities. 
Through artistic expression self-confidence is 
increased and this becomes an important aid in an 
otherwise difficult treatment.” They tell of a young 
patient, Albert, who “. . . after a period of satisfying 
productivity in the art classes ... was able to . . . at- 
tempt work in other activities . . . and he found that he 
was not as handicapped as he had come to believe.” 
How many times this subtle effect bore fruit is difficult 
to state, but it appears logical that it may have been 
the essential spark for a few. In this same vein, 
Schaefer-Simmern® writes, 

.. When primary concern is for the fundamental rebuilding 
of a personality . constructive results can only be achieved 
by the awakening of a formative activity which affects the 
individual dynamically as a psychophysical whole. Step 
by step [the patient] “masters” more extended tasks. His belief 
in himself and his self-respect increase gradually. In this way 
artistic activity attains the meaning of a psychotherapy. 

Schaefer-Simmern is actually speaking of experi- 
ments he conducted with mental defectives, juvenile 
delinquents, refugees, and business people as to princi- 
ples governing the unfolding of artistic activity. None 
the less, certain comments relate to the present theme. 

In the realization of his own visual conception the indi- 
vidual has to surrender himself to the unadulterated artistic 
process. No other idea, except that of giving full attention 
to perfecting the work under execution, dominates his mind. 

\s this kind of production demands a highly disciplined func- 
tion of thought and feeling as well as physical control, it brings 
the whole personality into a state in 
hecomes aware that the integration of his work requires the 
sacrifice of all other ideas which do not pertain to the creative 
process. It is this principal aspect of the artistic activity which 
values of the devotion of self to 


which he who creates 


contains the high ethical 
the realization of the artistic form. 

In essence, it is an appreciation of reality. It is in 
this sphere, of course, that the psychotic falls down. 
Read’ states that the two principles of art, form and 
organization, are functions of perception and imagina- 
tion. Reitman® states, 

When it is said that” psychotics show an altered represen- 
tation of reality, it means obviously that reality becomes re- 
structured for them. The psychotic re-structuring differs from 
the artistic re-structuring because it is not into a pattern that 
accords with certain criteria and because the psychotic accepts 
his re-structuring as being reality. . . . The normal artist re- 
mains aware of reality as it is and knows that he has 
deliberately re-structured it in his art product. 
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Brill’ states, 


the difference between the psychotic production and the 
sane creation lies in the fact that most of the insane produc 
tions are expressions of strivings that are distinctly egocentric 
... We may say that the insane production is usually autoerotic, 
it is of a self-sufficient, self-satisfying, or infantile character ; 


while the artistic production belongs mostly to the object-libido 
phase of psychic development. 

Kappaport* puts it this way, 
*. . creation in science as well as art, will always be based on 
the creative impulse, which is unique, individual, and artistic 

Validity is provided by concern for communication 
... The unique quality of the creative man is that he is both 
sufficiently free and strong to allow his impulses and _ their 
ideational representations to come to consciousness and _ sufti- 
ciently controlled to be able to delay and hold these in order 
to validate them by . communicability 

Pappenheim and Kris" offer this comment: 

Although the work of the psychotic is part of magic itself, 
that of the normal artist is not devoid of magic. He too at- 
tempts to control a world, and in his creation there is embodied 
some of the magic belief. But the difference is clear in two 
areas: first, the normal artist creates not to transform the 
outer world but to depict it for others he wishes to influence; 
second, the task of production has a definite realistic meaning 
The artist proceeds through trial and error; he learns and his 
modes of expression change, or his style changes. The psy 
chotic artist creates in order to transform the real world; he 
expression remain un- 
reached a 


seeks no audience and his modes of 
changed once the psychotic process has certain 
intensity. 

Although many of the above remarks concern 
artistic activity in relation to a group in an institutional 
setting, all of the data can be applied to paintings 
executed in the office or home situation. Currently 
several of my patients bring to the office their efforts 
projected between visits. Stern,'’ in discussing this 
procedure, has this to say, 

It seems that the effect emanating from a picture reaches 
into the unconscious more deeply than does that of language, 
due to the fact that pictorial expression is more adequate to the 
developmental stage in which the trauma occurred; it has _re- 
mained more within the range of the concrete and physical 
. this method can lead toward a 
more objective science of psychoanalysis. The pictures are 
objective material, a documentary record of the patient's 
psychic unchanged and unaffected by any inter- 
ference on the part of the transmitter. 

It is hoped that this paper in some way has dem- 
onstrated that artistic expression may be of immense 
value to the discerning psychiatrist, particularly in rela- 
tion to diagnosis, prognosis, and therapy. 


than has verbal expression 


processes, 
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The Learning Process in Psychoanalytic Therapy 


I. General Introduction 


PAUL B. HARBOUR, D.O. 
Milton, Mass. 


This is the preliminary paper of a study devoted 
to the learning process as it occurs during the course 
of psychoanalytic therapy. Although much material 
exists concerning the nature of the learning process 
viewed from various approaches, the method used here 
is selected solely for its pertinency in relation to 
psychoanalytic observations and assumptions. It is 
well appreciated that there is a variety of theories of 
learning,’* and, as well, several systems of approach 
to the study of behavior.**° These have been con- 
sidered and given credit for contributing to the opera- 
tional approach used as a method for “thinking 
through” many of the problems of specific type en- 
countered in the psychoanalysis of patients. Psycho- 
analytic cases will be used for purposes of illustration 
when and as far as possible. In addition, a series of 
experiments is planned for observing and measuring 
the learning process in patients and controls. Pre- 
liminary experimentation is already under way in an 
effort to establish the presence of variables as soon 
as possible. 

Concurrent with the experimentation is the out- 
lining of a theory in the form of postulates applicable 
to patients as they have learned and may relearn. It 
is duly recognized that early postulates may be de- 
posed, but with this in mind the approach to further 
findings will be assured of flexibility. 

Accordingly, this paper is viewed personally less 
as an outline and more as a means of directing atten- 
tion to the processes of learning in psychoanalytic 
therapy as a whole. 


INTRODUCTION 


There is abundant evidence that modern culture 
is an ailing culture, not in the absolute but in a rela- 
tive This culture, as any culture, being a 
functional composite of its members, reflects the va- 
riety of undercurrents arising from innumerable inter- 
personal tensions. These undertones may be considered 
symptomatic of the collective fears and insecurities 
of man and are the amplification of man’s unsureness 
of his position in the present and his uncertainty of 
the future. 


sense. 


If this would seem an unfair attitude toward the 
progress made by civilization as we know it in this 
twentieth century, then it is fair also to remember 
that the period since the turn of the century has 
already established itself as the most bloody period 
in human history. The past wide-scale adventures 
in bloodshed, followed by later intrusions upon man’s 
dignity through the efforts of governments motivated 
by greed, are strong evidences of the potency in 
contemporary suspicions and fears. If any charac- 
teristic seems to be the cause for international dissen- 
sions and discontents, it is \nd, in our time, 
fear has come to be an outstanding characteristic in 
man as a unit and in man as a collective group. 


fear. 


The above is not to be construed as cynicism, cal 
lousness, or reactionary fear leading to feelings of 
helplessness. It is a statement of fact regarding a con- 


dition prevalent in both the general and the individual 
sense. Such a condition is understandable in the light 
of circumstances whose changing nature affects the 
tranquility of man. This disturbed tranquility is an 
occurrence often repeated, throughout the history of 
man, in any era that has been a period of transition 
between changes in the modes and manners of accus- 
tomed living because of developments in the material 
progress of man that have altered his previous relation 
to his environment. To illustrate, the sources of en- 
ergy used by man were at one time muscular ( provided 
by man or beast), and later a great step was afforded 
in the development of steam power; as yet the full 
significance of energy supplied from atomic power 
is unknown. 

Such great changes in man’s methods lead to 
anxiety, which is to say that fear follows situations 
in which the outcome is uncertain. That such is man’s 
reaction indicates a need for new patterns of reacting 
when meeting new situations. Innovations demand 
new approaches in mode of thinking, and this is essen- 
tially the province of what is here designated “the 
learning process.” 

As man goes through his span of life he is 
subject to much fear and prejudice. Fear is an emo- 
tion and as such is not based on reason or influenced 
by rational processes of thought. In its less obvious 
forms, we allude to fear as anxiety and, sometimes, 
apprehension. Fear leads to prejudice shown as sus- 
picion toward that (or those) unfamiliar to us. It 
is as if the unfamiliar is interpreted as something to 
be on guard against lest it be overpowering, and this 
tendency stems all the way back to cradle days. Here 
the threat was “learned” that implied some promise 
of physical discomfort unless actions were controlled 
to the satisfaction of parents or other adults. From 
this, awareness of an ever-expanding environment 
spread childish fear to all adults, and thus came an 
ever-increasing variety of potential threats from such 
sources as the mores or customs of social groups, the 
authoritarianism of religious orders in their attempts 
to point out the “good life,” and even in the educa- 
tional system with its threat in the 


fear of failure 
with consequent criticism f 


from teacher or fellow- 
student. Out of fear has come the tendency to dis 
trust—in childhood to distrust adults and, even in 
later social encounters, to establish distrust as a basis, 
whether the people be neighbors or unknown aliens. 

\ll of this is learning, erroneous learning actually, 
but significant in its effect upon one’s evaluations and 
actions—for the fearful man develops and nourishes 
hatred from which it is only too easy for violence 
to ensue. After reaching a certain point and direction 
in fear the disturbed individual may easily strike out 
in violent act, word, or thought. Fear, as an emotion, 
is destructive to others as much as to oneself, Yet 
fear is a physiologic action that follows the perceptive 
interpretation of one’s environment. Fear as an emo 
tion is not inherited as such but is a derivative of the 


society of which one is a part. It is, therefore, ac- 
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quired, and becomes so, or has become so, through 
learning. 

Such acquisitions as the above may be regarded as 
being of the nature of attitudes, which are considered 
to be a subjective state of feeling toward something. 
The state of feeling, or attitude, comes about through 
man’s ability to perceive, to assimilate experience, to 
think and evaluate incidents that comprise total experi- 
ence, and, probably, emotion should be included in the 
whole phenomenon. Each of these processes most 
closely involves or has some close relationship to the 
learning process. For example, an evaluation that is 
made is likely to have been influenced by perceptive 
abilities and interpretation of what we have perceived, 
leading to certain conclusions according to the experi- 
ence backlog accumulated. All this is achieved by the 
process of learning, and, as well, exerts its effect upon 
the choice of action according to the manner in which 
certain features constituting the process of learning are 
employed. Totally, this may be spoken of as knowl- 
edge, and its utilization is subjective in nature and 
unique to the individual. 

It is at this point that dilemma seems to arise. 
The experience background of each person is singular 
to himself, his perceptive processes are strictly his own, 
and yet because of certain similarities in experiences 
and a certain closeness in association with other indi- 
viduals, one individual may assume the existence of a 
common world in which it is falsely assumed possible 
to view the attitudes and problems of others as being 
the same as his own. This is to assume that the values 
of another person are the same as or similar to one’s 
own. 

The importance of evaluation in life is greatly un- 
appreciated. It is a process that tends to guide toward 
or away from action by producing a state of feeling, or 
emotionality, conducive to some form of response, and 
it is dependent upon observations made in the past. 
This evaluation, unique as it is to the subject, results 
in what may be referred to as assumption. 

Assumptions become the standards, incorporated 
within this social system, which purport to establish 
some constancy in environment and some degree of 
consistency in the world of experiences. Certain as- 
sumptions are constructed regarding other persons, 
groups of persons, ideologies, and modes of doing 
things, such as customs. Assumptions may be made 
such as that one political party is “better” than an- 
other, that men in general are honest or dishonest, that 
one particular religious credo is “right” and assures 
happiness in the hereafter while other creeds are 
“wrong” and perdition-directed. Such assumptions as 
these and very many others are quite generally outside 
an individual’s awareness. He becomes conscious of 
them only when attention is called to them, as by some 
mistake or some misfortune whose occurrence points 
out that these assumptions are not as reliable as they 
had formerly seemed to be. Such an experience is a 
disturbing state of affairs because it challenges one’s 
right of expecting the accustomed order of things to 
continue and, in so continuing, to provide “security.” 

Conflict results when one’s assumptions are over- 
thrown or even opened to serious question, and if too 
many assumptive conflicts arise, then surety is lost and 
with it one’s capacity to act. When unfamiliarity arises 
as a result of externality taking on new meaning, a 
revision in the habits of assuming is indicated. Such a 
revision is attainable by the ability to construct new 
responses to meet the change in demands. This 
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means the attainment of new knowledge that is accept- 
able in that it is not absolute and never can be. It is 
the kind of knowing suitable to serve a purpose which 
is as individual as it is personal. 

It has been pointed out above that too implicit 
assumption of dependability upon the familiar order of 
things produces a sense of absolutes in values which 
tend to establish one’s sense of surety. As an indi- 


vidual develops he tends to become increasingly aware 


that these things about him in external reality do not 
afford him the previous feelings of surety. From this 
it is but one easy step to extrude his absolutes more 
into the realm of abstractions that are seemingly even 
more intangible. This is because failure to recognize 
that living is a continuous process of integration of 
ever-changing aspects leads man to disregard the chief 
task in living—the ability to live in accord with his fel- 
low beings. There is either social inter-relationship or 
there is no life at all; this is no duality but is a recog- 
nition that humanity is all one in which the effects upon 
one affect another, unclear as this may so often seem 
to be. 

When the absolutes in one’s assumptions have 
been negated or even seriously questioned, the jolt is 
experienced as confusion, worry, and anxiety. When 
basic and more unconscious assumptions are suffering 
the pain of stretching or rendering, apprehension is ex- 
perienced because the whole system of values and the 
whole set of life’s expectancies have been blurred. 
One’s assumptive structure has been erected by the 
process of learning but this knowledge has lain dor- 
mant, has become overlaid with misunderstandings and 
misinterpretations, or has stagnated into decadency. 
Knowledge that one has learned is purposeless unless 
used; and unless it is put into action one will have no 
accumulated practice that will enable him to handle 
the future problems which are inevitable in life. Again, 
all this has to do with learning as a process essential 
to living in the most efficient and balanced way that is 
possible. 

As by learning, an experience backlog is built up 
with its resultant evaluative processes leading to the 
assumptions of daily living, so it is by learning that 
these assumptive patterns will keep flexible. It is by 
learning, or perhaps it should be termed “relearning,” 
that we proceed to understand from analysis and 
synthesis the points of vulnerability in personality 
structure which lead to, or are the bases for, conduct 
and behavior that is the province of psychotherapy. 

THE ELEMENTS OF LEARNING 

Oddly enough, because it is so ever-present, learn- 
ing is quite habitually ignored, and surprise is frequent 
when its presence is called to an individual’s attention. 
Yet the dynamic process of change is present through- 
out life and, this being so, each man must learn to live 
with it. If he is to adjust to the constancy of change 
throughout his life environment he will accomplish it 
by his learning. Through the process of learning, the 
individual is able to discover and accept that living is a 
constant state of movement, a process in flux; that one 
is always becoming, never becomes; that one never 
really arrives. 

In the various sciences it is customary to define 
a process under consideration. In certain psychologic 
processes this is difficult not only because certain as- 
pects are unclear, but also because definitions will vary 
according to each individual’s interpretation. At this 
point in discussion, a definition would be arbitrary, 
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hence its later consideration will be preceded by atten- 
tion to some of the important elements of the learning 
process. 

Structure and function being the same in inter- 
relationship and interdependence, it is a feasible pro- 
cedure to establish a descriptive breakdown of the 
elements involved in the learning process. These ele- 
ments should be viewed as being descriptive of certain 
observable events in as clear and unambiguous a way 
as possible. There is no attempt to explain things ob- 
served, as such attempts are the purpose of hypotheses. 

The learning process may be considered to have 
four fundamental factors :* 

1. Drive (with its synonymous terms such as mo- 
tive, motivation, urge, need, et cetera). 

2. Cue (which may be considered as synonymous 
with stimuli, particularly as referent to external or 
environmental forces or pressures ). 

3. Response (which may be considered as the re- 
action in terms of end result of an activity pattern 
mental, physical, or both). 

4. Reinforcement (here meant as corresponding 
somewhat to reward, although more inclusive in its 
technical sense). 

These factors may be briefly considered in an 
example from Dollard and Miller.*. A little girl of 6 
who is very fond of candy is told that she may hunt 
for and eat a piece of candy hidden under a book in a 
bookcase with a number of books. The candy is 
hidden under a certain book while she is out of the 
room. When she is brought back into the room, she 
starts searching among the books, and after raising 
thirty-seven in an interval of 210 seconds she finally 
finds the hidden piece of candy and eats it. 

The factors at work here are: 

1. Drive—her motivation for candy inasmuch as 
she likes it and is not (at this point) candy-satiated. 

2. Cue—the books and any pertinent directions 
given to her as to where the candy may be found. 

3. Response—the very act of her searching for 
candy and finding it. 

4. Reward—being able to find and eat it, 
to the satisfaction of her motivating need. 


much 


Certain other significant features are to be in- 
cluded, such as extinction, generalization and discrimi- 
nation, anticipatory response, retention and forgetting, 
the transfer of training, and fear and anxiety as re- 
lated to learned drive and learned reinforcement. 
These features will all be considered in varving degrees 
of detail, but particular emphasis will be given to their 
roles in relation to the psychotherapeutic process. 

Continuous observation of behavior has led to the 
impression that motivation and reinforcement are most 
basic in the process of learning. It would seem that 
we cannot expect activity (meant also in the sense of 
learning) to occur without the individual being moti- 
vated or having a drive toward activity. Also, re- 
sponses in the course of action that are rewarded (and 
hence accorded more value) tend to reinforce, or reas- 
sure, the likelihood of repetition of that original or 
some similar form of behavior activity. It is impor- 
tant not to confuse reinforcement with mere repetition 
of that original or some similar form of behavior 
activity, which is, of course, unattended by reward and 
hence not reinforcing in effect. 

Drive.—For clarity, drive is here considered as of 
two main types—innate (primary) and acquired (sec 
ondary). Any stimulus may become a drive if it is of 
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enough strength whether it is of internal or external 
source, and the greater the strength of the stimulus, the 
stronger is the urgency of the drive. When drive is 
absent, behavior does not occur, and this is particularly 
true of learned behavior in respect to animals. The 
identification of primary drives in humans is generally 
difficult because of the complexities brought about by 
the interweaving of primary drives with secondary 
acquired ones. The origin of the primary or innate 
drives is as yet far from clear, but the concept of 
“purpose” that may originate in tissue levels cannot be 
disregarded. The term “purpose,” as used in this 
“tissue sense,” suggests the presence of a driving force 
or energy that seeks expression in some form of ex- 
penditure and may exist in both the unconscious and 
conscious levels of function, arising more from the 
unconscious or tissue levels with a certain ultimate 
spread to the levels of “conscious awareness.” 

In a society such as ours where technology by its 
many facets affords a variety of protections, the indi 
vidual may not realize the basic strength of primary 
drives. Society tends to provide outlets for basic 
drives which otherwise would increase to an alarming 
extent (and do, in certain individual instances). Poor 
though some of these social outlets may be, they pro- 
vide some help, and they are assisted by generally 
extended social taboos on certain actions, which could 
then be considered as inhibitions significant to a given 
social group. Also from the force of social pressures 
many primary drives undoubtedly undergo transfor- 
mation by a process of learning. For example, man- 
ner of dress or other adornment or the pattern of 
behavior in the course of courtship may have much 
relation to innate sexual drives, and the modifications 
as expressed may be due to cultural coercion. 

In human behavior it is not easy to distinguish 
between motivation and incentive because of the com- 
plexities in human aspirations and the variables that 
are significant as to goal-results. But if incentive is 
considered as a feature which influences the value of 
taking action toward a response, incentive can then be 
used for a change of motivation in direction or in 
tensity. In therapy, the task is to initiate a desire for 
the incentive—the motivation of the to-be-performed 
task—and the therapist must be certain that the patient 
has the ability to understand the nature of the probable 
reward. In establishing learning it is often necessary 
for the patient to proceed through the task once, that 
he may discover the rewarding response (and here it 
is very essential to plan that the response will be re- 
warding). It should be stressed that only what 1s 
done can be learned; therefore learning must be moti 
vated. Many times the psychotherapist is in a position 
to tell a patient carefully beforehand that he will be 
rewarded and then rely on knowledge of the way the 
world works in expecting acceptance of the suggestion 
for consideration, if not for immediate action, Some 
examples of incentive are praise and reproof as verbal 
incentive, the promise of reward in some form, the 
competitive features of individuals and groups in our 
culture, and the appeal to individual ego values and 
status as reflected in attitude toward and 
failure. From a practical aspect, the effect of in- 
centive and its influence in motivating may depend on 
the particular personality involved together with its 
regard toward pressures of social and ethical nature. 


success 


Cue.— Motivation, when of a certain strength, im 
pels response in the individual. His action as to where 
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and when and how he will respond will be influenced 
by the stimuli that occasion his awareness of a dis- 
tinction in features of his environment which suggest 
rewarding goals to his drives. By the cues in his 
environment, an individual may be enabled to discrimi- 
nate between appropriate and inappropriate behavior 
at a given time. Hence cues might also be considered 
as signs or signals. 

In observation it is sometimes difficult to detect 
the cues originating certain behaviorisms, and these are 
referred to as 6perants whereas the more easily de- 
tected cties (as in a laboratory experiment) are called 
respondents. Operants are by far more common in 
everyday life than respondents and arouse motivation 
on the basis of the more easily seen response. A 
further consideration of cues follows in explaining 
generalization and discrimination. 

Response.—Response is considered as the end re- 
sult of drive arising in the presence of cues. In a 
general way, responses may be divided into two main 
types—rewarding and nonrewarding. Rewarding re- 
sponses tend to supply more satisfaction to the indi- 
vidual and consequently establish the likelihood of 
reinforcement. Nonrewarding responses tend to be 
nongratifying or even frustrating, and the tendency 
toward repetition is likely to be decreased even to the 
point of extinction of that particular habit pattern. 

Responses should be thought of less in the singu- 
lar than as the more usual sequence of responses or 
chain of It is possible in a laboratory 
situation to achieve and recognize isolated responses 
more easily than in the complexity of the continuum 
of human living. Responses in sequence are usually 
organized although such may not appear to be the 
case in what we commonly call random _ behavior. 
Actually behavior is not random but is variable accord- 
ing to the situations encountered and the individual 
interpretation achieved. Consequently it ranges from 
attempts of the trial-and-error order up to the more 
complex projected forms of reasoning and insight. 


responses. 


Reinforcement.—The tendency to repeat an action 
does not always assure that response will occur. When 
the response has been nongratifying, extinction is like- 
ly to follow. When a rewarding response has oc- 
curred, the reduction in strength of the motivating 
drive may tend to nullify the demands of that drive 
toward the given response until an interval passes in 
which the drive is gradually built up in strength and 
reaches a point demanding re-expression. As_ the 
number of reinforcements increases, the reward values 
of the response become strengthened. So, the more a 
certain response is rewarded, the more reinforcement 
occurs, or, put another way, the more deeply is that 
response ingrained as a form of behavior. 

Reinforcement that is acquired according to the 
condition of stimuli in external sources is designated 
as secondary reinforcement. Secondary reinforcement 
is important as an example of how delay in response 
may not affect the gratification involved despite the 
time interval. 

Evidence of learning is not always apparent in 
observations of performance as it does not often show 
immediately. But inasmuch as performance may show 
eventual change, as in therapy, it is not too supposi- 
tional to feel that reinforcement is an important point 
in behavior change as a function. This strongly sup- 


ports the assumption that reinforcement often works 
as a direct but unconscious and even automatic factor 
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and that a great deal of the learning of established 
attitudes, prejudices, and automatic motor skills is 
acquired in this way. It seems only fair to acknowl- 
edge the amount of human learning achievable in this 
unconscious way as particularly evidenced in psycho- 
analytic therapy. 

Certain additional details are significant in relation 
to the process of learning. The learning of a particu- 
lar habit and the further maintenance of it were 
pointed out as being influenced by reinforcement. 
When behavior is not reinforced by being rewarded 
it tends to become extinct, and the nonrewarding re- 
sponse is soon or gradually eliminated. In this way, 
room is made for the occurrence of other responses 
which otherwise might not be attempted. The rate at 
which extinction may occur is variable, for certain 
factors may slow down or retard extinction, such as 
the prior strength of the habit, the conditions that are 
present during the extinction efforts, and the process 
known as partial reinforcement. The last is a condi- 
tion where rewarding reinforcement may occur only 
occasionally, but with sufficient periodic frequency to 
interfere with the most complete extinction, exerting 
a prolonging effect upon the ultimate achievement of 
extinction. 

Generalization and discrimination are two proc- 
esses of importance in learning. By establishing de- 
grees of relative similarity among cues, it is possible 
for an individual to transfer usual patterns of behavior 
from past experience to new or previously unmet situa- 
tions. Generalization, in its. many forms, occurs in 
everyday experience and has the potential capacity of 
facilitating adjustment to the new and _ unfamiliar. 
Discrimination, on the other hand, may be viewed as 
the avoidance of overgeneralization. By the ability to 
establish differences among cues, it is possible to avoid 
behavior patterns that would be unwise in a given 
situation. In a sense it might be said that sharper 
discrimination assists in establishing the finer points of 
difference in comparative situations or objects so that 
the chances of a nonrewarded response will be lessened. 

\ far from infrequent form of behavior is often 
brought about by anticipatory response wherein re- 
sponses tend to occur before their original time in 
previous response sequences. [ssentially, this would 
seem to be cutting down the number of steps in the 
behavior series leading to the response. Its value lies 
in cutting out unnecessary steps, and it plays an im- 
portant part in motivations that are learned and in the 
higher mental processes of reasoning and foresight. 
It also presents a potential hazard in that it may pro- 
duce error if discrimination of cues is too generalized 
or insufficient. 

Retention and forgetting are important issues in 
the process of learning, and their importance is very 
A difference might seem 
to be discernible in that retention and forgetting are 
opposites although an amount of material forgotten is 
the difference between the amount originally learned 
and the amount retained insofar as the latter is meas- 
urable. From the psychoanalytic viewpoint it is felt 
that much more material registers in the mind than is 
realized. How much of this is retained and for how 
long, as well as how much is “necessarily” forgotten 
because of painful connections, constitute one goal of 
my further study. 

Abundant clinical evidence seems to suggest that 
retention—or purposive forgetting—is affected by a 
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tendency toward selection in each individual. The 
attitudes and beliefs of an individual construct his 
personal motivation toward recall. Forgetting is a 
complex phenomenon that entails consideration of the 
experimental approaches in retroactive and proactive 
inhibition. Both retention and forgetting have impor- 
tant application to the clinical theories of suppression 
and repression, but as yet the results of academic ex- 
perimentation need closer linkage to clinical observa- 
tions and impressions. From a clinical aspect, it would 
seem that innate drives, such as pain, cannot be sup- 
pressed, either partially or totally, to the extent that 
seems to be true regarding learned drives. Some con- 
fusion seems to exist in differing suppression from 
repression. It is felt that suppression is primarily 
more a conscious process (a conscious effort) than is 
repression, and that material which is suppressed at 
one point may later become automatically repressed. 
Verbalization of suppressed material is, in a gradual 
sense, more easily attained than that of repressed 
material. It is as if suppressed material consists of 
problems temporarily banished from memory. But 
material that is repressed has become divorced from 
direct or easy verbalization and can only be reached 
by the technics of deep psychotherapy in which the 
oblique representation of the repressed material is rec- 
ognized beneath its camouflaged expression. 

Certain additional features in the concept of 
learning remain, such as transfer of training, methods 
of efficiency in learning, the various types of thinking 
and problem-solving methods (as in symbolic be- 
havior), and the extensive studies of the physiologic 
approaches of learning.’ Attention to these aspects 
will be given as the experimental procedures being in- 
stituted are sufficiently advanced to be discussed. 

DISCUSSION 

Treatment by the method of psychoanalysis is a 
lengthy procedure—but so is any method of education. 
An education is achieved not in the short spell of 4 
academic years but evolves afterwards and to a length 
that is individually variable. 

When a person is physically ill, a physician does 
not expect rapid and miraculous recovery as he re- 
spects the fact that time is needed for tissue to heal. 
Any physician of whatever bent honestly admits that 
he is only an assistant to natural curative powers. 
And this holds true in regard to emotional illnesses 
also. The psychiatrist or psychoanalyst is able to 
assist only the patient’s own natural directive tendency 
toward health. This entails overcoming the patient's 
defenses (poor though they may be, yet the best he 
could erect) and reorienting him to himself and to the 
world about him. It is truly a process of re-education, 
or, perhaps better stated, the process of resuming a de- 
velopment “frozen” at some stage in living. This in- 
volves knowing and is achievable by the process of 
learning. As is true of any learning, it is slow and 
further slowed by the myriad of blockages within the 
personality. 

It may seem unfortunate that learning is so rela- 
tively slow, for the slowness becomes the neurotic’s 
dirge and chant, “Oh, it’s so slow. Why can’t I go 
along faster?” or “I don’t seem to be getting anywhere. 
Will nothing hurry me along?” Yet actually the 
length of time of therapy is much less than the length 
of time during which the condition was being formed 
and finally born. 

The fact that the curative process towards mental 
health is lengthy has caused some psychiatrists dis- 
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satisfaction and has led them to turn to shorter thera- 
peutic measures, the results of which often 
dramatic but, as a personal observation, are signifi 
cantly not as enduring. To what extent the psycho 
analytic process may be speeded up or treatment length 
shortened is a problem for future study, but any 
changes will probably come through our increased 
familiarity with the learning process as being both pro 
ducer and remover of emotional imbalance. Each 
patient is entitled to the dignity and respect due him 
as a human being and is worthy of all the time and 
patience requisite for his recovery. 


are 


In psychoanalysis the procedure is one of investi 
gation and therapy ; these are concurrent in that recoy 
ery processes are set in operation shortly after the 
onset of the investigation phase of beginning therapy, 
and both continue to operate in a parallel manner 
throughout the entire therapeutic procedure. 

It has been implied that learning on the part of 
the patient is essential for attaining his goal. This 
learning must take place in a setting that involves the 
inter-relationship between patient and therapist, at 
least in the depth psychology that is psychoanalysis. 
Irom this it is rather obvious that the therapist will 
have an important position in respect to the various 
processes in learning undergone by the patient. Moti 
vation of desirable goals must be awakened in the 
patient, for example, but such must not be the assump- 
tions and behavior that characterize the 
personality of the analyst. It is anything but his in 
tention to preformulate a behavior pattern for impres 
sion upon his patient. Yet, to a certain extent the 
position of analyst and patient could tend to promote 
their becoming objects of each other’s will. Aware 
ness of his role in therapy, and of the currents and 
cross-currents of feelings, are an obligation of the 
therapist as well as a very extensive part of his partic 
ular therapeutic discipline. There are certain such 
considerations that are due recognition, even if brief, 
in this presentation.*'°" 


bases for 


Particularly important for the psychoanalyst is a 
capacity for self-discipline. Of course, this does not 
mean that he must be restrained almost to the point of 
inhibition. He must be able to enjoy and appreciate 
life and people who are relatively different from him- 
self and yet he must maintain a relative immunity to 
the judgments and actions of others inasmuch as they 
would be likely to influence his therapeutic endeavors. 
It is essential that he know and feel his own responses 
and that he learn to control them. He must recognize 
the dangers and fallacies fraught in being “popular,” 
yet he must not avoid or combat negative attitudes. 
He must recognize the inevitable differences in the 
capacities of each patient and accord each his due de- 
gree of self-determination. It must honestly be ad- 
mitted that to acquire these attitudes and other 
requisite methods of control and approach requires a 
long time. Tven such an attainment, being relative, 
constantly serves as a reminder of the ever-distant goal 
toward which he must continuously work. 

Awakening or originating motivation (or drive) 
for learning is one important preliminary problem. 
This entails stirring up dormant drives in a patient or 
modifying the strength or directional tendency of cer 
tain currently operating drives. Assuming that moti- 
vation is a primary requisite to learning, we are much 
concerned with how and to what extent we can manip 
ulate it. There can be no compelling of the patient on 
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the part of the analyst for this could result in a 
struggle of will between them, leading to complications 
for an already confused patient. The patient must 
rather be gradually led to see that he has something at 
stake in the whole effort that transcends the particular 
nature of his complaints. 

From another viewpoint, it is realized that drives 
themselves (as motivations) can be causative of symp- 
toms, and such drives which may be affected by cul- 
tural processes, as in the instance of sex and 
aggression, may be rightly expected to build up to a 
strength sufficient to cause the individual much inner 
conflict as well as distressing relationships with en- 
vironmental objects. 

The entire procedure in psychoanalysis is one where 
the learning process of a patient must be utilized for 
re-establishing his better adjustment. As the patient 
is permitted and encouraged to proceed by association, 
there is the intent of helping him become free from the 
many restraints that have come about through the man- 
ner in which he established his particular assumptive 
way of life. These restraints have become incorpo- 
rated into his personality structure as a result of the 
various prohibitions of his own cultural group and are 
embroidered with the additional burdens of his own 
superimposed inhibitions. We constantly see that the 
patient is in his particular dilemma because he has 
tended to carry up to date his particular sensitivities 
and reactions in his interpersonal relations, all the way 
from the time of his earlier years of learning in the 
social contact provided by his siblings, parents, or 
other authoritative elders. It suggests that he has not 
carried his learning capacity in certain emotional re- 
spects beyond earlier life patterns, as his tendency 
seems to be to resort to reactions that are maladjustive 
at a later period of his life. 

By agreeing that it is feasible for the patient to 
change his current reactions, acknowledgment is made 
for the necessity of the patient to unlearn what has 
been mislearned and to relearn or learn anew what may 
be expected in supplying him more adequacy in living. 
Although it is often not remembered, Freud viewed 
the psychoanalytic treatment as being a process of re- 
education. 

As the patient continues to unfold his life story 
during his psychoanalytic sessions, the analyst is given 
the opportunity of seeing what circumstances occurred 
and what reactions followed, in terms of what may be 
alluded to as the drive-cue-response sequence. It is 
necessary to discover whether the drive concerned was 
innate or acquired, the strength of its intensity, and its 
frequency ratio; whether the environmental stimuli or 
cues were adequately discriminated or interpreted ; 
whether the attempted response was gratifying or frus- 
trating and to what degree ; whether new or additional 
responses ever arose; whether reinforcement of re- 
sponses was productive of habituation. It is also 
important to watch for evidences of overgeneralization 
by the patient which may have led him to make faulty 
conclusions, or a tendency to be overdiscriminative 
which has led him beyond usual caution to the point 
of significant indecisiveness. In addition the analyst 
should seek to know how much the patient has used 
extinction, what his capacity is for retention, and how 
much he has employed forgetting. 

Now, even though these processes are spoken of in 
such a direct way, it cannot be denied that they func- 
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tion in much more indirect ways, in ways that might 
even be considered subversive. Occurring as they did 
during his previous life, the patient was and likely still 
is unaware of their significance and effect in relation to 
his condition. Neither is he aware of how he mani- 
fests these evidences of his earlier learning in the way 
he reacts daily. Least of all is he aware of his tendency 
to repeat or re-enact these patterns in his relationship 
with the analyst. This latter point again makes promi- 
nent the fact that the patient-analyst relationship is an 
important feature of therapy. It is referred to as 
transference (on the part of the patient) and counter- 
transference (on the part of the analyst). This fea- 
ture also suggests that emotionality is an extremely 
important part of the learning process in psycho- 
analysis, for it is in relation to the analyst that the 
patient transfers, or generalizes, many potent emo- 
tional reactions quite unwittingly. These emotionally 
transferred reactions may serve either to aid or impede 
therapy because they may be experienced by the pa- 
tient in the nature of a state of feeling toward the 
analyst that is not or cannot be labeled. Responses 
that are some manifestation of transference are not un- 
usual in any form of everyday life. Given a certain 
set of circumstances, or cues, in a particular social 
situation an individual may ordinarily be expected to 
react with certain responses which would be rather 
appropriate to the cues that incite his motivation, as 
when exposed to danger the individual may react with 
fear. But in psychoanalysis, because of the peculiar 
nature and degree of freedom permitted to the patient’s 
responsiveness, the patient soon presumes to enact 
toward the analyst responses that cannot be considered 
entirely appropriate in that they are not too realistic. 
Yet, it is essential that these responses occur because 
they inform us of certain emotional feelings within 
the patient of which he is actually unaware and cannot 
verbalize despite his earnest intentions in treatment. 
It is always a very interesting analytic experience to 
notice the surprise which a patient has toward such 
emotional reactions when he is finally capable of ex- 
pressing and recognizing them. Such emotionality as 
is evidenced in transference helps to make more clear 
just what role the unconscious plays in living and in 
learning, but consideration of the unconscious will be 
undertaken at a later time. 


As patients are observed it becomes apparent that 
the suffering they undergo when afflicted with psycho- 
neurosis has been produced by high intensifications in 
drive. Consequently, it would seem that the therapy 
must include a consideration of learning new responses 
which will result in drive reduction, and such is the 
case in clinical observation. The new responses must 
be rewarding in that they assist toward adjustability, 
and they also must be reinforced so that the persistent 
degree of re-enactment leads to the desired goal of 


‘cure. 


It is not enough, however, that these processes are 
learned and practiced in the limited therapeutic rela- 
tionship, but they must be attempted and practiced by 
the patient under the conditions of life outside the 
therapeutic situation. Obviously much trial-and-error 
is likely to occur in the patient’s initial attempts, but 
the patient must take these risks of approximating the 
desired goals until, by sufficient practice, he acquires 
new habits which will stabilize his life. For the ther- 


apist this is a period of “sitting and sweating it out,” 
while offering encouragement if it is indicated and 
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corrective suggestions if 
toward partial failure. 
Along with the acquisition of new learning, the 
patient must be able to experience and understand 
anxiety. Anxiety has been somewhat neglected in 
many of the current methods of psychotherapy, and in 
some instances sedation alone has been resorted to for 
control of the discomfort. Actually, anxiety runs 
like a thread throughout the whole course of analytic 
therapy, and its presence can be made use of rather 
than treated palliatively. The very act of learning 
tends to promote a certain degree (even minimal) of 
anxiety and as the therapeutic endeavor is to establish 
a series of graded situations in which learning may 
occur, then the degree of anxiety shown can be an 
indicator of the presence of blockages to be overcome. 
Anxiety may also be evidence of a repression that is 
entirely unconscious and which can be handled only 
through a dosage of bits of revelation until the patient 
is able to face the entirety. The nature of anxiety 
has been well presented by McRae’* who fully recog- 
nized the educative problem in this symtom complex. 
Later in this current study, a more detailed considera- 
tion of anxiety in terms of its meaning and manipula- 
tion will follow. 


the patient tends to veer 


It has been the approach in this paper to consider 
the symptoms of the patient, the symptom-complex 
often referred to as some form of psychoneurosis, as 
being due to learning on the part of the patient. In 
the process of learning there has been a _ tentative 
assumption of certain subfactors related in a sequence 
order, namely drive-stimulus-response. On this basis 
it has been assumed that the symptom or complex is a 
response that has resulted from a drive or motivation 
of a certain intensity in the presence of certain perti- 
nent situational factors or stimuli. It is presumed 
that the learned response has come about as an attempt 
to alleviate the height or urgency of the drive, in other 
words by drive-reduction. Despite the fact that drive- 
reduction has to some extent occurred, the response 
has been maladjustive to the patient’s reality. His 
process of learning to achieve the given response has 
been realistically inadequate, but it has been the best 
the patient has been able to achieve himself. There- 
fore, therapeutic approach must embrace new learning 
procedures. Any such approach will necessarily inter- 
fere with the previous drive-stimulus-response _ se- 
quence and must therefore cause a high degree of 
conflict by initiating a new state of heightened drive. 
For this reason it is essential that the new response of 
the patient be rewarding and thereby reinforcing to- 
ward the construction of a new habit pattern of reac- 
tion. The previously disturbing symptom can_ be 
eliminated by providing a response that is incompatible 
with that learned symptom. In other words, it can be 
seen that the judicious use of reward or punishment 
provides us with apt therapeutic tools. 

Quite generally, psychoanalysts have given little 
attention to the learning process, at least from an 
academic psychologic standpoint, but on closer exami- 
nation it seems that the psychoanalytic theory is inti- 
mately linked with the learning process. The explora- 
tory scope and empirical wealth of psychoanalysis are 
likely to grow vastly and be founded on firm bases 
when united with the rigor demanded of learning 
psychology and enriched by its experimental dis- 
ciplines. Such would seem to be portrayed by the 
recent increasing attention of psychoanalysis to social 
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fields in psychology. ‘his is illustrated in part by the 
work of Scheidlinger’® and others, as well as by its 
influence upon the study and handling of group 
prejudices and inter-relationships.** 


SUMMARY 


In summary it might be said that the attitudinal 
structures of neurotics are of long standing and have 
been carried through life as a basis for action in one 
extent or another. Whereas the average person is able 
to adjust to the fluid course of life by profitable 
learning, the neurotic cannot lend himself so ably to 
learning anew, and any overt effort to induce him to 
do so leads to overt rebellion or passive feelings of 
aggression. As he cannot be lured into recognizing, 
accepting, and employing necessary change, a special 
type of learning situation is needed. That is the learn 
ing process of deep level approach which is psycho- 
analysis with its concern with unconscious effects as 
well as those more apparent. 

Learning is slow—psychoanalysis is slow, but 
such seem demanded when we aware that 
behavior can really be altered only when the patient 
can experience the reassuring lessons again and again 
before such behavior modifications become a functional 
and appropriate part of the reorganized personality in 
a newer and freer culture. 


become 


Much exploration, experimentation and altering 
of theory lie ahead. That, basically, is the funda- 
mental intent of this particular study of relating the 
learning process to psychoanalytic therapy as it is 
currently being undertaken. The scope of the task 
is broad almost beyond comprehension. It is possible 
that some of its aspects may support, alter, or even 
negate some psychoanalytic theoretic considerations. 
Sut in scientific experimentation negative conclusions 
have as much value as confirmations in respect to the 
validity of the elements constituting a theory. But 
there will be no stopping there or then. As philosopher 
Irwin Edman states :'° 

The quest is for an answer as to what constitutes the first 
principles and the ultimate end. First and last, to those whose 
hearts have not been dulled by routine or crushed utterly by 
disaster, to those whose minds have not been paralyzed by 
habit and superstition and folly, the search continues and is 
itself, doubtless, what keeps the imagination and spirit of man 
alive. 


CONCLUSION 


As cultures undergo change throughout periods of 
years, man, as a constituent of culture, must also un- 
dergo change. This he is able to do through his process 
of learning. Many individuals, because of impairment 
in training for adjustment through faulty processes 
of learning, have experienced conflict within them- 
selves and with their environment. This has extended 
into the constructions of cultures themselves which 
therein are entitled to be labeled maladjusted, reflecting 
as they do the component discontents of their con- 
stituents. 

The task of psychoanalysis is to establish more 
beneficial adjustments in the human personality and 
thus indirectly work toward requisite cultural altera- 
tions. As an investigative and therapeutic procedure, 
psychoanalysis must utilize the elements of the learning 
process in each patient as a potent implement for un- 
derstanding behavior as well as for correction of 
personal inhibitions and for the restoration of better 
inter-relationships with society. 
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A broader understanding of the elements of the 
learning process and their function in patients is indi- 
cated for the advance of psychoanalytic technic. Such 
an approach is possible by applying experimental psy 
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chologic measures to the theories of psychoanalysis and 
its practice. That is the purpose of a current study 
and investigation of which this is the preliminary paper. 


60 Valley Road 
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INTRODUCTION 

In the practice of modern medicine increasing 
attention is being given to the patient as a person 
functioning in a total environment. This augments the 
need for appreciation of the inter-relationship of emo- 
tions and body function. Contributing to this appre- 
ciation is knowledge from many areas of investigation 

physics, physiology, sociology, anthropology, psy- 
chology, and others. There is a realization that con- 
ducive to the patient’s complaint and symptoms are 
factors not only from within his body organism but 
from his environment, from his interpersonal relations, 
and from the culture in which he lives and out of 
which he has emerged as an individual. Weiss and 
English’ say that emotional problems may be the 
source of, contribute to, or result from organic symp- 
toms. Growing with this knowledge is the expanding 
field of psychiatry. 

It is evident that special methods of recognizing 
these emotional factors are necessary in clinical prac- 
tice, as are the laboratory and x-ray findings for 
organic problems. Today psychodiagnosis includes a 
thorough psychiatric history, a social history, medical 
history and examination, and psychologic testing. 
Psychometric procedures may include tests of intelli- 
gence, measures of intellectual deviation, vocational 
and aptitude tests, personality inventories, and projec- 
tive methods.* 

This paper is concerned with projective methods. 
Its purpose is to present some of the uses of the draw- 
ing of the human figure (draw-a-person test), a pro 
jective procedure. First, the meaning of projection 
and of “draw-a-person” as a method of projection will 
be discussed briefly. Clinical uses of the test will then 
be presented in the areas of screening, diagnosis, 
differential diagnosis, and therapy. Examples from 
clinical material will be furnished, not complete case 
studies but salient factors to clarify specific points 
under discussion. The clinical material and suggested 


uses derive largely from experience with the test in the 
Department of Neuropsychiatry at the Kirksville Col- 
lege of Osteopathy and Surgery. It is not the intent 
of this paper to suggest that the few examples given 
here can be used for interpretation of a_patient’s 
drawings, nor is any attempt made to give a complete 
essay on the details of the method. 

Projective methods are methods of personality 
evaluation which differ from the personality inventory. 
They are not tests in the usual sense of being com- 
putable measuring devices, but they are apperceptive 
means for evaluating the psychodynamic content of the 
individual. 

It is believed that figure drawing as a psychomotor 
activity offers an avenue through which such projec- 
tion takes place. In this method the patient is asked to 
draw a person. Upon completion of the figure he is 
asked to draw the other sex. The instructions are not 
structured and his spontaneous reaction is elicited. 
The test usually takes from 2 to 4 minutes for each 
figure, occasionally 15 to 30 minutes each. 

The procedure was developed from its use in 
intelligence testing.* A guide to intelligence was seen 
in parts of the man drawn and the completeness of the 
drawing. By careful analysis it was discovered that, 
in a large number of cases, some features of this draw- 
ing related to the emotional state of the patient, for 
example, that there was apparently a relationship be- 
tween the patient’s inner conflicts and the fact that he 
erased many times, or between variation in type of 
line and pressure of the pencil and unconscious emo- 
tional tensions. These and other interpretative features 
were noted. 

Modell and Potter* state that figure drawing is 
thought to be a projection of the person in the environ- 
ment. They find that the drawing of the human figure 
is actually the concept of self, the social attitudes, 
psychosexual problems, anxiety and conflict areas, 
overdependency, expressions of hostility and resent- 
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ment. Verification of these characteristics is borne 
out clinically by those who have made a special study 
of the significance of the drawings and by many of 
those who have used the test clinically in conjunction 
with careful psychiatric case study and physical ex- 
amination, with laboratory examination, and with 
other methods of psychologic study. 

In one case a young Caucasian woman, 23 years 
of age, later proved to have deep-seated feelings of in- 
security both within herself and in her marital relation- 
ship. She could make few decisions for herself and 
was beginning to feel that she could not adequately 
care for her children. It also developed that there 
was great inner hostility toward her husband. Her 
chief complaints were of fatigue and headache. She 
was later treated for the emotional problems and re- 
ceived osteopathic manipulative therapy for a struc- 
tural problem. In the initial psychiatric interview this 
diagnosis was portended by the drawing of a female 
in which the patient attempted to draw legs but erased 
them several times and finally drew a firm horizontal 
line across the bottom of the skirt. She said in effect, 
“T don’t have a leg to stand on.” Furthermore, she was 
unable to draw a male figure at all, indicating, among 
other things in this case, some of the hostility toward 
her husband. 

Modell and Potter* explain further that the size 
and placement of the figure mirror the individual’s 
feeling toward the environment. Another woman drew 
nothing more than a stick-figure, high in the left-hand 
corner of the paper (8%x11 inches). This bore out 
later findings that she thought poorly of herself and 
her abilities in relationship to others. She retired 
from many social contacts because of this attitude. 
She felt inadequate in her environmental situation. 

Ruth Clark® says of the draw-a-person test that 
it shows the underlying dynamics of personality 
somewhat in the way x-ray shows the structure of the 
body. 

Machover® devised a guide to the use of this pro- 
jective method with a description of the test and inter- 
pretative features. The validity of the test is 
corroborated by clinical findings. There is as yet 
inadequate material to establish a statistically valid 
test. Machover states that refinement, validation, and 
correction of these principles which have been found 
in the drawings are in constant progress. It is her 
opinion that the discussion of the method will stimulate 
and perhaps serve as a guide for further research 
on this procedure. 

The reliability of the test involves the recognition 
of equivalent patterns appearing in many series of 
drawings. In discussing the emphasis on patterns of 
traits, Machover® states that she does not intend, for 
the present, to make out a check list of “signs” which 
could be used mechanically to establish differential 
diagnosis. She stresses primarily the inter-related 
patterns of drawing traits as they reflect the dynamics 
of symptom organization in a particular diagnostic 
category. Drawing traits tend to overlap in the same 
manner that symptoms in clinically differentiated 
groups overlap.. To make proper use of the method, 
drawing analysis cannot be substituted for a knowledge 
of the personality that derives from other sources of 
investigation of the case. 

Machover® speaks of the fact that conflict treat 
ment, for example, of the hands and feet (seen in 


erasures, shading, omission, dimming out, or rein- 
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forcement of the parts), is a common drawing mani- 
festation. Such characteristics do not necessarily 
signify a neurosis in the individual unless there are 
ether drawing features which could corroborate such 
diagnosis along with other findings in the case study. 
3ut they may indicate areas of emotional conflict in 
the individual, and if the distortions are bizarre, incon- 
gruous, or treated oversymbolically, they may indicate 
psychosis or psychoneurosis. 

With this description of projection as a mental 
mechanism present in all people, an attempt has been 
made to show how it functions and something of the 
history of its recognition as a method of personality 
testing in the field of psychiatry. It has been shown 
that the drawing of the human figure is considered to 
be one of these methods and has been seen to be of 
value clinically. Some of the ways in which the method 
can be used will now be discussed. 

USES OF FIGURE DRAWING 

Along with other clinical and laboratory findings, 
in the hands of one who understands this unconscious 
mechanism of projecting one’s conflicts and anxieties 
through psychomotor activity when drawing a person, 
the drawing has come to be an increasingly valuable 
aid in diagnosis and as a guide for treatment. It can 
be used in reference to the individual who is present- 
ing psychosomatic complaints in various body parts, 
in reference to the neurotic patient with conversions, 
phobias, compulsions, or neurasthenic symptoms, and 
with the psychotic who has hallucinations, delusions, 
and paranoid ideas. It can also be used with the per- 
son well within the “normal” range who comes com- 
plaining of “nervousness” or who wishes counseling 
on a special problem. 

Use as a Screening Method.—When a patient is 
examined in a hospital or clinic situation where it is 
desirable to make recommendations following an initial 
interview, screening technics are needed. The type of 
questions asked can often screen those who need 
further psychiatric examination. Dut some form of 
testing is also desirable. The draw-a-person test can 
be used for this purpose. Its value lies in its projec- 
tive content, in the brevity of its administration, and 
in the fact that it can be interpreted from the figure 
itself. 

When physical findings substantiate certain or- 
ganic complaints it is particularly difficult to determine 
the need for further psychiatric care after one inter- 
view. From a figure drawing indicating much anxiety 
and/or the comments the patient makes during the 
procedure, a deep-seated emotional problem contribut- 
ing to the chief complaint may be suspected. When a 
part of the body is emphasized or omitted or in some 
other way indicates conflict in the area of the chief 
complaint, further psychiatric evaluation is usually 
indicated. Often in such instances there is an accom- 
panying psychoneurotic problem which may account 
for some of the symptomatology. 

A woman patient was diagnosed as having mul 
tiple sclerosis. Some of the symptoms seemed incon- 
sistent with those usually found in such cases, and 
psychiatric consultation was requested. In the initial 


interview a bizarreness of complaint description was 


noted. The speech was somewhat dysarthric, which is 
to be expected, but became almost unintelligible when 
she was asked to repeat certain phrases. There ap 
peared to be an unusual attachment to her father and 
a suggestion of hostility toward her husband. There 
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had been the untimely death of all but one of her chil- 

dren; the remaining child had been incapacitated by 
early illness and apparently had been overprotected by 
the patient. Thus, there appeared to be, beside the 
usual emotional and physical accompaniments of mul- 
tiple sclerosis, dynamic factors suggesting inadequate 
emotional development, overdependency, and general 
immaturity; possibly a conversion pattern; and actual 
life problems which tended to keep this person very 
dependent. The draw-a-person test, in spite of the 
neurologic difficulty in drawing, bore out the dependent 
and immature factors. The drawing resembled that 
done by a child of 4 or 5 years. On questioning she 
was not sure of the sex of the figure, first suggesting 
it was a man, then deciding it was a woman. There 
was no noticeable difference in the figures when com- 
pleted. The tentative diagnosis of a psychoneurotic 
personality background with a probable conversion 
reaction was made. This gave direction to further 
investigation as well as to hospital procedures. 

Bizarreness in the drawings is often seen in this 
screening procedure and leads to the recommendation 
of further examination. 

A girl in her late teens was referred for psy- 
chiatric consultation. An initial interview along with 
the history from the referring physician indicated an 
acute schizophrenic process. Her attitude at work had 
suddenly changed, and she quit abruptly, saying that 
everyone was talking about her. She became less well 
groomed than usual; according to her mother her 
speech was silly; in talking she went from one subject 
to another without any apparent reason; sudden hos- 
tility appeared toward members of her family. These 
and other symptoms were not as clear in the initial 
interview as they appear in this summary, but the 
figure drawings left no doubt as to the bizarreness of 
her thinking. They were extreme in their dispropor- 
tion and elongation. The use of very heavy lines 
indicated her withdrawal. The body formation, aside 
from the grotesqueness, was more like that of a 
very young child. As a screening device the drawings 
corroborated the first impression, and institutional care 
was advised. Further testing and history were ob- 
tained in our office and in the institution; electric 
shock therapy was administered, osteopathic manipu- 
lative therapy instituted, and interviews based upon her 
needs as seen in the psychiatric evaluation were given. 
A satisfactory recovery without exacerbations had 
been made at the time of writing. 

In many cases where the symptoms are much 
more obscure the drawing projects important areas of 
conflict which offer a guide to further psychiatric 
evaluation. Or, they frequently indicate the absence 
of any deep-seated emotional conflict which has been 
suspected, with the resulting recommendation that 
brief counseling by the physician will probably be 
adequate treatment, or that attention to the organic 
complaint will probably be sufficient to ease the anxiety 
felt to be present. 

These are a few examples indicating that this pro- 
jective test is of value in the situation where some 
statement about the case is desirable following a single 
interview. 

Use as an Aid in Diagnosis—The draw-a-person 
test has also proved significant in the actual diagnosis 
of many cases. Whether one is diagnosing in terms of 
nosologic categories, such as psychoneurotic disorder 
with a conversion or compulsive reaction, or whether 
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one is formulating a diagnosis in terms of the inter- 
related psychodynamic factors as they contribute to the 
symptomatology, figure drawing is of great help. A 
hospital consultation practice’ necessitates a nosologic 
diagnosis according to the hospital nomenclature. In 
psychiatric practice this is often a tentative diagnosis 
based upon the findings of a single interview. Very 
frequently the figure drawing substantiates or negates 
the first impression sufficiently to enable this tentative 
diagnosis to be made. 

Where the drawing projects great immaturity, 
poor psychosexual development, and infantility, along 
with adequate findings in the interview, a conversion 
reaction is suggested. Where the drawing is mature 
with suggestions of specific anxiety areas the diagnosis 
may not be of a psychoneurosis but of a temporary 
personality conflict which may be brought about by the 
immediate illness. A patient in the climacteric often 
presents symptoms which call for consultation. Here 
the drawing suggesting poor psychosexual develop- 
ment, and the one with many compulsive factors pres- 
ent will be the partial basis for a tentative diagnosis 
of a basic psychoneurotic disorder. This is in contrast 
to the person with similar symptoms who may project 
a mature personality development in the test. 

The diagnostic value of the test is particularly 
important in clinical practice where time and/or money 
are factors. 

A young girl who had much anxiety about her 
health (under treatment at the time), especially in 
relationship to marriage and the advisability of preg- 
nancy, presented herself for psychiatric help. At that 
time her anxiety was so great that it was interfering 
with her interpersonal relations at home and with effi- 
ciency on her job. Time was limited because she was 
leaving the community shortly. There were limited 
finances. The draw-a-person test indicated an indi- 
vidual mature for her age, who showed no bizarreness, 
no significant suggestions of compulsions, compensa- 
tions, or deep-seated inner conflicts. The figures were 
well differentiated and proportioned. Along with the 
initial interview the impression was of a person well 
within the normal range of personality structure. 
This, with the other factors mentioned, led to the rec- 
ommendation that she go to her physician for confer- 
ence regarding the concern over her physical condition. 
She returned for psychotherapy during the remaining 
weeks. The interviews were directed toward a better 
understanding of the interpersonal relations, toward 
clarifying specific questions. She was able to accept 
this type of help, her parental relationships improved, 
and job efficiency returned. 

In conjunction with other projective methods 
figure drawing becomes an additional means of sup- 
porting a diagnosis or of understanding the psycho- 


dynamic factors present in the personality develop- 


ment of the individual. It is of value in a hospital 
and clinic practice. 

Use in Differential Diagnosis.—In arriving at a 
total evaluation of the patient it is often important 
to determine the extent to which emotional problems 
seem to effect the symptoms. If the person is essen- 
tially psychoneurotic, psychotic, or if he is essentially 
emotionally unstable, the symptoms are often exag- 
gerated. In many cases there is no organic finding to 
substantiate the symptoms. It becomes important in 


differential diagnosis to try and determine whether 
the emotional factors are contributory to, causative, 
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DRAW-A-PERSON 
or resulting from the psychosomatic manifestations. 
Weiss and English’ and others writing in this area 
indicate the need for differentiating and clarifying the 
diagnosis. Figure drawing frequently aids in this 
differentiation. 

A man was referred for consultation with the pre- 
senting complaint of nausea and vomiting, low-back 
pains, considerable worry regarding his work, and a 
developing fear of being alone. He was approaching 
the climacteric. Three major areas for differential 
diagnosis were evident: the physical symptoms result- 
ing from gastric or structural problems, symptoms 
accompanying the age period, and a psychoneurotic 
personality contributing to or basic in the symptom 
formation. Physicial examination showed some or- 
ganic and structural problem for which he was 
adequately treated. The initial psychiatric interview 
disclosed a rather dependent person with compulsive- 
ness apparent, but with an inconclusive picture of an 
involutional problem. The draw-a-person test revealed 
anxiety and psychosexual immaturity. It showed un- 
usual treatment of the hands, having them hidden 
behind the back and in a pocket. The findings led to 
further examination, and it was found that the major 
problem was in the area of phobias. He was afraid 
to drive alone or to be by himself. His wife accom- 
panied him at all times. He had a fear of harming his 
two teen-age children. An evaluation of the total 
picture led to the diagnosis of psychoneurotic disorder 
with a phobic reaction. It was found that the physical 
symptoms accompanied psychologic stress rather than 
being basic in his case. In an effort to help him gain 
insight into the phobic situations, palliative treatments 
were given with major emphasis on psychotherapy. 
Figure drawing, in this case, was a pivoting point in 
the differential diagnosis. 

Use in Therapy.—The essential purpose in mak- 
ing an accurate diagnosis is to be able to give adequate 
treatment to the patient. The cases presented indicate 
that drawings can be a factor in this determination. 
They can be used even more specifically when psycho- 
therapy is indicated either as the treatment of choice 
or in conjunction with physical care. After a complete 
survey has been made, the areas in the drawings 
showing anxiety or conflict can direct the therapist to 
those problems. While these unconscious manifesta- 
tions may not be called to the attention of the patient, 
the therapist has them in mind and is better able to 
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understand the patient and help him recognize these 
feelings as therapy progresses. 

As therapy progresses and recurrent evaluations 
are made, figure drawing continues to be an important 
aid. The type of therapy administered can be de- 
termined in part by the help of this test. When the 
drawing is extremely immature or infantile, when 
there appears to be very little understanding of the 
self in relation to the environment, one may not at 
tempt insight therapy. 

In hospital practice it is undesirable to perform 
surgery if it appears that the patient may be too 
hysterical or that he will fix his attention on the part 
as a hypochondriacal point of anxiety. The initial 
interview plus figure drawing and information from 
the surgeon may be sufficient to recommend delay in 
surgery or omission of surgery. 

There is no specific pattern in these drawings. In 
each case the drawings need to be interpreted and 
correlated with the findings at the interview and the 
impression of the surgeon. 

Other indications for the use of figure drawing in 
therapy have been indicated previously. 

SUMMARY AND CONCLUSIONS 

The purpose of this paper has been to present 
some of the uses of the projective method of person 
ality evaluation, the draw-a-person test. A description 
of the technic of projection has been given, followed 
by a discussion of the draw-a-person test, its valida- 
tion and reliability, administration, and some interpre 
tative factors. 

Some clinical uses for this method in psychiatric 
practice have been presented, namely, as a screening 
device, as an aid in diagnosis, in differential diagnosis, 
and as a guide in therapy. 

This method of examination has great merit be- 
cause of the time factor and the ease of administration 
and interpretation. Since the test has not yet been 
validated adequately and its reliability has not been 
statistically determined, there is an opportunity and a 
need for further investigation. Additional research 
in this area appears to have the possibility of adding 
much to the armamentarium of the psychiatrist and 
of the general practitioner who has been graduated in 
the field of psychology. There is a need for further 
correlation of figure drawing with the psychosomatic 
field. It is in this area in particular that aids in 
differential diagnosis are in demand. 
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Transference in Psychotherapy 


DAVID H. PAYNE, A.B., M.B., D.O. 
Los Angeles 


Although the practice of psychiatry is an art as 
old as the practice of medicine itself, it was the ap- 
pearance of Sigmund Freud on the medical scene 
which stimulated a broadening of its scope and opened 
up new channels for the investigation of human be- 
havior. This medical pioneer stimulated the thinking 
of students who have carried on his original premises, 
broken with him, and made contributions of their own, 
leading us deeper and deeper into the realm of the 
inner world of man. Along with Freud, the names of 
Jung, Adler, Meyer, and others hold a rightful place in 
the medical hall of fame, and their influence on human 
personality is immeasurable. Probably no other branch 
of medical science has had as wide a field of investiga- 
tion and prolific writing within the past 30 years as 
has the field of psychiatry. 

The great number of psychiatric books, papers, 
and periodicals notwithstanding, there is the ever- 
present complaint on the part of beginning students in 
the field of psychiatry that little appears dealing with 
practical technics to be used in psychotherapy. Par- 
ticularly in its more intensive forms, psychotherapy is 
an art in which skills are developed through experi- 
ence which the therapist has had—a combination of his 
own personal therapeutic relationship in the hands of a 
skilled physician with his own experience of working 
directly with patients. This is indeed a combination of 
necessary experiences fundamental to the development 
of a good psychotherapist. Either alone is insufficient 
and unless the combination is carefully followed and 
controlled, there is great danger the therapist may do 
as much harm to one patient as he may help another. 
It is my belief, however, that there is a real need for 
providing in writing some of the fundamental practical 
aspects and technics of psychotherapy, and it was with 
this in mind that T started this series of papers. The 
first was entitled “Orientation and Resistance in Psy- 
chotherapy.”’ This paper is the second effort in this 
direction. 

Psychotherapy includes all technics from the 
mildest form of counseling to deep intensive analytic 
experience. The phenomenon of transference may 
come into existence in any of these but its significance, 
complications, and ramifications, as well as the impor- 
tance of its proper handling, become increasingly im- 
portant with the depth of therapy. For the purpose of 
this discussion, transference will be considered pri- 
marily as it relates to intensive therapy. 

Much of the success in therapy is based upon the 
skill of the therapist in understanding the phenomenon 
of transference: his clear recognition of transference 
when it develops, his skill in handling it, the recogni- 
tion of his own countertransference if and when it 
develops, and his ability to guide the patient on the 
pathway to resolving satisfactorily the transference 
experience so that the psychic energy involved is re- 
directed in expression along emotionally healthy chan- 
nels in reality living. The subtle manner in which it 
may develop, its violent explosion into the therapeutic 
situation, its resolution, its seemingly persistent state, 
or its modification are therapeutic experiences which 


the therapist must continually observe closely, being 
ever aware that the success of his treatment may well 
rest on the skillful use of the transference experience 
into associated material which is forthcoming with 
that experience. 

Transference is the automatic unconsciously moti- 
vated reaction of the patient toward the therapist 
wherein he projects on the therapist those character- 
istics of a person who has played an important role in 
his earlier real and fantasy life and then reacts toward 
the therapist as if he were this other person. This in 
the therapeutic relationship allows the patient to relive 
his earlier experiences and fantasies, allowing the re- 
lease of repressed material and an opportunity for 
interpretation and reality testing with the help of the 
therapist. 

The transference reaction may take various forms 
from time to time during the therapeutic process, 
casting the therapist in the role of several different 
persons, some of whom may have long ceased to have 
any real contact with the patient except in his own 
inner world. Usually the most significant and most 


intense transference relates to the patient as he endows 
the therapist with characteristics and reacts to him as 
if he were one of the parent figures. This transference 
in which the therapist serves a parent role is closely 


tied in with, and allows for, the working-through of 
the Oedipus complex. 

The positive transference reaction is that in which 
the patient reacts toward the therapist with love and 
kindness. Here he attempts to please and reacts with 
the development of love for the therapist. 

In contrast to this, we find what is described as 
negative transference. During this phase the patient 
reacts with hostility, accusations, and hate for his 
therapist. 

In respect to the terms “positive” and “negative” 
as they refer to transference, it must be kept in mind 
that these terms are not interchangeable with good and 
bad, either in the role that the therapist plays or in 
their effect on the therapy itself. Suffice it to say here 
that it is necessary for both to be worked through in 
the therapeutic relationship if the desired results are 
to be obtained. 

In contrast with the transference reaction within 
the patient is the phenomenon of countertransference 
which may develop within the therapist. This is the 
reaction on the part of the therapist toward the patient 
comparable to the transference reaction within the 
patient. The importance of the recognition of the de- 
velopment of countertransference on the part of the 
therapist and his ability to handle it are of primary 
importance if the therapy is to continue satisfactorily. 

A young woman, aged 31, entered into therapy 
with the statement, “I was inquisitive as to what would 
happen if I came to a psychiatrist.” A friend of hers 
had suggested that it might be helpful to her, and she 
was interested not because it would be helpful but 
because she had tried almost everything else in life and 
thought this might be exciting and new. 
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She had been raised in the lap of luxury from 
earliest childhood, had been married and divorced 
three times, and was living at home with her parents. 
Psychiatric examination revealed her to be of the 
schizophrenic type with paranoid elements, and from 
time to time she would actually drift across the line, 
presenting a true psychotic state. 

Over a period of several weeks she maintained a 
frivolous attitude toward therapy, revealing bit by bit 
the general pattern of her growth and development. 
As the weeks went by, deep underlying hostility toward 
her mother began to appear. In therapy itself, no 
effort at interpretation was made except on the very 
simplest and least personal matters because of the po- 
tential danger of a complete break with reality and, as 
always, the fundamental premise was to help the pa- 
tient and not to be too concerned about the time ele- 
ment. It became obvious that negative transference 
was rapidly developing and, after about 7 months of 
treatment, the therapist was unavoidably some 20 
minutes behind schedule on appointments. When the 
patient was called, she burst violently into a condemna- 
tion of the therapist. This verbal outburst continued 
as the patient walked from the reception room to the 
doctor’s office. In the consulting room the tirade 
against the therapist continued in increasing crescendo. 

She paused for a moment, and at this point the 
therapist stated, “I was unavoidably detained, but | 
hope it has not inconvenienced you too much. If it 
has, I can understand why you would be unhappy 
about it.” 


The patient began her abusive harangue again and 
continued without interruption for most of her hour. 
It is important to note that the more she expressed 
her feelings of hostility toward the therapist, the more 
each one of them tied in with the bits of information 
she had previously given with the objections she had 
about her mother’s behavior. At this time no interpre- 
tation of the transference reaction was attempted. 
Beyond the simple statement referred to earlier, no 
effort was made to placate her anger, to apologize for 
the lateness of the appointment, or to assure her that 
it would not happen again. 

As the weeks went by each session was dominated 
by hostility reactions toward the therapist which in- 
creased and decreased in intensity but which gradually 
lessened as time progressed. It must be kept in mind 
that as the hostility felt toward the mother was re- 
leased on the therapist, bit by bit the pressure related 
thereto decreased and, when the time was right, the 
patient was simply asked a question in the following 
manner: “During the past weeks you have expressed 
a good deal of hostility toward me, whom you have 
known only a relatively short time, and, therefore, 
we might assume that much of this is really hostility 
you feel toward someone else, and I wonder who that 
might be.” 


The patient was quiet for some minutes and _re- 
plied, “You know, I never realized it before but I 
think I must hate my mother.” Following this state- 
ment, a long and detailed history of her relationship 
to her mother began to unfold, which in itself con 
tinued for many weeks. During these weeks the 
negative transference expressed itself again and again 
toward the therapist but also, bit by bit, there began 
the verbal expression of hostility reactions she had 
felt in real life directly toward her mother. 
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A review of this brief bit of history in the pa- 
tient’s psychotherapeutic experience will aid in clarify- 
ing the situation. Because the therapist had been aware 
for several weeks that a negative transference reaction 
was developing, the violent outburst was not met with 
surprise but with the same degree of professional 
equanimity that had existed in all previous interviews. 
Had the therapist apologized profusely for the delay 
in the appointment time, assured the patient that it 
would not happen again or the like, he would have 
prevented the releasing of the pent-up hostility which 
was necessary if therapy was to progress successfully. 
Had he verbally encouraged more expression of hos- 
tility, the patient might well have reacted as if he were 
making fun of her and again all would have been lost. 
At the same time, had he been insecure in his own 
right and attempted to defend himself or reacted with 
hostility, the therapeutic relationship could have been 
greatly disturbed. 

\ keen sense of awareness of what is taking place, 
the recognition of the role the therapist is playing in 
the transference relationship, and the proper timing 
of the interpretation are evidenced in this case as the 
keys to the successful handling of the negative trans- 
ference reaction. 

The intensity of the transference development in 
therapy is related not only to the depth of therapy but 
also to the degree of disturbance within the patient’s 
personality. Intense reactions are encountered in deal- 
ing with neurotic, disturbed patients, and even more 
intense and usually more violent transference reactions 
of both the positive and negative type are encountered 
in dealing with the psychotic or near-psychotic patient 
who may drift back and forth across the line. It be- 
comes self-evident, therefore, that although the han- 
dling of the transference reaction is of great 
importance with each case, the mishandling of it with 
the more disturbed patient may indeed be disastrous. 

Although in psychotherapy the neurotic’s attempts 
at physical violence toward the analyst during an in- 
tense negative transference reaction are extremely rare, 
in the near-psychotic or psychotic patient or the one 
who drifts back and forth across the line of reality, 
there is always this danger. The awareness on the part 
of the therapist that this may occur and his careful 
watchfulness of its developing signs may well prevent 
not only a difficult therapeutic situation but also physi- 
cal harm. The careful control through interpretation 
or avoidance of interpretation may well prevent a 
situation from getting out of hand. 

If physical acts of violence toward the therapist 
are attempted, physical restraint may be necessary. 
However, the therapist must be well aware of his own 
actions as well as those of the patient so that he him- 
self does not react with violence rather than restraint. 
It is obvious of course that avoidance of such a situa- 
tion is of utmost importance because of its likelihood 
of making a permanent interruption in the therapeutic 
process. It is difficult to set down rigid rules in this 
respect, and perhaps it might be said that one really 
never knows how to handle a situation of this type 
until he has experienced it and, through the experience 
and a careful evaluation of all that took place, he 
learns a great deal about what could have been done 
to actually have avoided the physical contact. It is 
important to recognize the degree of negative trans- 
ference and to help the patient verbalize his feelings 
in such a manner that acting-out is avoided. A careful 
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working-through afterward is necessary if therapy is 
to proceed to a suitable conclusion. 


The positive transference in which the patient 
reacts with love and adoration toward the therapist 
and attempts to please him is a situation quite different 
from that encountered in negative transference. It is 
important to note, however, that it is every bit as im- 
portant in its recognition, in the skill it requires to 
handle it, and in the threat to therapy which it pos- 
sesses. The patient here unconsciously identifies the 
therapist with someone who has existed previously and 
whose love and adoration he has attempted unsuccess- 
fully to gain and, therefore, he reacts to the present 
situation as if it were endowed with the characteristics 
of the previous constellation usually involving the par- 
ent figure of the opposite sex. 

In the positive transference phase certain situa- 
tions may develop which are laden with the potential 
for the destruction of good therapy. Much of this 
can be avoided if the therapist has been analyzed and 
is sufficiently mature that he need not attempt to work 
out his own feelings of inadequacy and frustration 
into the therapeutic situation. It is a sad commentary 
indeed when a woman patient brings the complaint 
against a previous therapist that he has made amorous 
advances toward her. The very fact that the patient 
in a positive transference has not only laid herself open 
to such advances but has encouraged them is no excuse 
for such behavior on the part of the therapist. ; 

In order to prevent development of a situation in 
which the patient makes overt amorous advances 
toward the therapist, one of the best rules to follow is 
to establish a policy whereby, from the first introduc- 
tion to the patient, all physical contact is avoided, 
even to the shaking of hands. 

Not infrequently during the positive transference 
experience the patient will seek reactions from the 
therapist indicating he is pleased. One of the simplest 
forms is that in which the patient comes bearing gifts ; 
boxes of candy, cookies made especially for the occa- 
sion, or other small gifts appear. When this occurs, 
they should be accepted with a simple “Thank you.” 
No special delight or pleasure should be exhibited by 
the therapist, for this would only encourage con- 
tinuance of the practice and perhaps lead to more 
expensive offerings for which the patient would gladly 
sacrifice to obtain a word of praise from the therapist. 
On the other hand, these simple gifts should not be 
rejected for that might cause the patient to feel that he 
himself is being rejected and that his efforts have been 
foolish. Certainly the insecurity and inadequacy which 
the patient already feels could hardly stand such an 
insult. Likewise, immediate interpretation of the pa- 
tient’s effort would be most inappropriate; it would 
be completely rejected by the patient and set up a chain 
of circumstances complicating and lengthening therapy. 
Following the offer of gifts, little by little the patient 
will verbalize the feelings which motivated the bring- 
ing of gifts. As this material comes forth, the need 
to take overt action will resolve itself as the patient 
recognizes the meaning of the act through proper inter- 
pretation at the right time. With recognition of its 
meaning, the action will no longer be necessary. 

Also arising as a result of the positive transfer- 
ence reaction is the possibility that the patient will 
attempt to get the therapist to make complimentary 
remarks, or perhaps the patient will suggest amorous 
activities and, still further, may actually make overt 
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amorous actions toward the therapist. When the pa- 
tient is seeking words of praise from the therapist one 
of the first signs forthcoming may be a change in 
dress. If the patient is a woman and the therapist a 
man, she will frequently appear in her finery, even 
buying new clothes, and sometimes call attention to 
this by saying, “I bought this just to wear here because 
I thought you would like it.” Here again, if praise is 
given, the patient is likely to interpret it as meaning 
the therapist has a personal interest in her and may 
well spend beyond her means for more clothes to 
please him. At the same time, however, the comment 
should not be ignored for, if it is, the patient may 
feel rejected, and this should be avoided. A simple 
statement, such as, “You wear blue well,” or some 
similar remark, neither encourages nor rejects the pa- 
tient nor is the fact ignored. 

The handling of the patient who makes overt 
amorous advances toward her therapist is better avoid- 
ed rather than corrected after it gets under way. The 
avoidance of any physical contact with the patient 
from the beginning of therapy automatically sets up a 
professional barrier which is difficult for the patient to 
cross. However, if the barrier is crossed and the pa- 
tient does make an amorous advance toward the 
therapist, such as an effort to take hold of his hand, put 
an arm around him, or even attempt to kiss him, 
the therapist should handle the situation at the moment 
in such a manner that the patient does not feel re- 
jected, embarrassed, or encouraged. Certainly no 
therapist is justified in making a physical response. 
He should continue to behave in a strictly professional 
manner which usually: will cause the patient to ask, 
“Don’t you like me?” It is self-evident that the way 
this is answered is most important. An effort should 
be made to answer it in such a way that the patient 
does not feel rejected and at the same time will realize 
that such actions are not encouraged. The simple 
response, “You are a fine person who is seeking my 
professional help. I am glad for the opportunity to 
help you and will continue to do so,” usually suffices. 
It is well, unless the patient brings it up immediately, 
not to discuss the overt act until the patient has at 
a later time brought it voluntarily into the therapeutic 
situation. It can then be interpreted in respect to the 
unconscious factors involved and only to the degree in 
which the patient can accept it. 

Nearly every therapist who treats by the intensive 
method will someday meet a situation in which the 
patient actually asks him for sexual relations, and 
many will attempt to seduce him by removing their 
clothes in the office. Here again he must keep in mind 
that he is working with a very disturbed patient. A\l- 
most without exception, the patient has felt strongly 
rejected by the parent figure of the opposite sex and 
in the therapeutic situation is trying to work through 
a dilemma experience of wanting the therapist to ac- 
cept her at any price and at the same time trying to 
force him into a position where he must reject her so 
that she feels justified in her feelings of hostility 
toward men. 

It must be accepted that there is a great deal of 
freedom in the psychotherapeutic situation, and if the 
patient removes her clothing, no effort should be made 
to stop her by physical means or sharp statements such 
as, “You can’t do that, or I won’t see you.” At the 
same time, the therapist’s attitude must continue as a 
professional observer only. If the patient attempts to 
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leave the couch area, the therapist states simply, “In 
working through these situations in the psychothera- 
peutic relationship, it is proper for you to remain on 
the other side of the desk, and you are pretty much 
free there to do and say what you would like, and we 
will try to use those things for your help.” In this 
manner the patient again is not rejected nor are her 
actions condoned. When discussion of this matter 
arises, it is used for therapeutic purposes, 
SUMMARY 

Transference is the automatic unconsciously moti- 
vated reaction of the patient toward the therapist 
wherein he projects on the therapist characteristics of 
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a person who has played an important role in his 
earlier real and fantasy life and then reacts toward the 
therapist as if he were this other person. Both posi- 
tive and negative transferences have been discussed 
and countertransference defined. Some case history 
material with real therapeutic problems of both posi- 
tive and negative transference has been presented in 
an effort to clarify the understanding of this phenome 
non. The importance of adequate training and control 
experiences cannot be underestimated as the prime 
requisites for good ps) chotherapists who must be pre 
pared to meet a multitude of problems of which the 
transference experience is but one. 
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Psychotherapy is the elective treatment for emo- 
tional and mental disorders, and, as our knowledge of 
the human personality expands, this statement becomes 
increasingly valid. No longer is psychotherapy a mat- 
ter of wishful waiting; rather, it is positive, specifically 
applicable, and a more or less certain procedure. The 
better the therapist and the more controlled the treat- 
ment, the more accurate is the expected outcome. 
Those who are skilled are able to select the cases and 
problems most susceptible to psychotherapy and to 
know about what the outcome will be. The dynamics 
of the treatment process and not primarily the matter 
of verbal communication furnishes the effective heal- 
ing force. 

Psychotherapy is an interpersonal experience in 
which the patient and physician are the principals. The 
doctor is the controlling unit, and it is around him 
that the feeling processes of the treatment center. 
Transference relates to the feeling reactions of the 
patient to the doctor, while countertransference is the 
label applied to the feeling responses felt by the doctor 
for the patient. It can probably be safely stated that 
no successful psychotherapeutic process has occurred 
without transference and  countertransference. It 
should be made clear now that both transference and 
countertransference are irrational processes, that is, 
they represent feelings not appropriately held in the 
relationship of patient and doctor. Cohen' defines 
countertransference as “the converse of transference: 
the repetition of previously acquired attitudes toward 
the patient, such attitudes being irrational in the given 
situation.” It was previously felt that countertrans- 
ference occurred only in incompletely analyzed 
therapists or incompletely analyzed situations of the 
therapist. This view is not held today, and it is com- 
monly recognized that countertransference situations 
are present in every psychotherapeutic effort. 


There is some difference in the definition of coun 
tertransference by various authorities. Fromm-Reich- 
mann* quotes Freud in stating that he taught that all 
our relationships with other people, including the rela- 
tionship of the mental patient with his doctor (and vice 
versa), are patterned by our early relationships with 
the significant people of our environment in infancy 
and childhood. Later interpersonal difficulties have to 
be understood in terms of these early interpersonal tie 
ups. She further states, the countertransference 


experiences of the doctor, as they, in their turn, come 
up and interfere with the psychotherapeutic process, 
must be investigated, understood, and, if possible, elim- 
inated in terms of their being transferred from the doc- 
tor’s early interpersonal experiences with the significant 


” 


people of his infancy and childhood.” Levine® cites 
some examples of how countertransference interferes 
with treatment. “A physician who is too sympathetic 
with sick people may pamper his patients, may make 
them realize too vividly that sickness has its pleasures, 
and so prolong his patients’ convalescence. On the 
other hand, a physician who is overdemanding that 
his patients be strong and mature and self-reliant may 
do injury by holding up to his patients an impossible 
ideal.”” He also states, “. . . countertransference prob 
lems are more frequent in psychiatry than in general 
medical practice, in part because psychotherapy makes 
greater use of the patient-physician relationship. ‘ 
Thompson and Mullahy state it this way, the 
analytic situation is essentially a human relationship in 
which, while one person is more immediately detached 
than the other and has less at stake, he is nevertheless 
an active participant.” Many of Freud’s early pupils 
felt much concern over the possibility of transferring 
elements from their own past problem to the analytic 
situation and thus harm or adversely influence their 
patients. As a result many of them became afraid to 
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show even the simplest signs of human interest or 
warmth, and literally operated like robots. Our pres- 
ent-day view of this situation is a long step forward 
from such a cold attitude. Berman® expresses the 
modern view of countertransference in this manner, 
“ . . they (analysts) feel that the reality of the 
analyst’s total personality, and its functioning in the 
analytic situation, probably makes its own positive 
contribution to the therapeutic process.” He defines 
countertransference as “. . . the analyst’s reactions to 
the patient as though the patient were an important 
figure in the analyst’s past life.” He goes to Freud® for 
justification of this view and uses Freud’s statement, 
“A certain amount of transference gratification must 
of course be permitted to him, more or less according 
to the nature of the case and the patient’s indi- 
viduality.” 


One of the leaders largely responsible for the 
early trend to this view was Sandor Ferenczi. He 
stated,’ for example, “The psycho-analyst, however, 
may no longer be gentle and sympathetic or downright 
and hard according to inclination and wait till the pa- 
tient’s soul moulds itself to the doctor’s character ; he 
must understand how to graduate his sympathy. In- 
deed he may not even yield inwardly to his own 
affects ; to be influenced by affects, not to mention pas- 
sions, creates an atmosphere unfavourable for the 
taking up and proper handling of analytic data.” Cohen 
says that Michael Balint® stated “that no human being 
can in the long run tolerate any relation which brings 
only frustration and that it is as true for one as for 
the other” [doctor and patient]. The question is, 
therefore, . . . how much and what kind of satisfaction 
is needed by the patient on the one hand, and by the 
analyst on the other, to keep the tension in the psycho- 
analytical situation at or near the optimal level.” 
Wilhelm Reich® says of countertransference that the 
analyst must attune his own unconscious, like a re- 
ceiving apparatus, to the unconscious of the patient 
and that he must approach each patient according to 
the patient’s individuality. 

It will be seen then that while in the early days of 
the psychoanalytic movement countertransference was 
looked upon as a weakness in the doctor and a hazard, 
today it is regarded as part of a human relationship 
and, controlled, becomes a useful part of 
treatment. 


being 


What are some of the characteristics of counter- 
transference and how does one know if it is present? 
Cohen! gives this criterion: “When in the patient- 
analyst relationship, anxiety is aroused in the analyst 
with the effect that communication between the two is 
interfered with by some alteration in the analyst’s be- 
havior (verbal or otherwise), then countertransfer- 
ence is present.” She lists also three groups of factors 
composing most countertransference reactions; they 
are: (1) Situational factors such as intercurrent events 
in the analyst’s life, and also social factors such as the 
need for success and recognition as a competent thera- 
pist, (2) unresolved neurotic problems of the therapist, 
and (3) communication of the patient’s anxiety to the 
therapist. A fourth factor, the religious and political 
convictions of the therapist, is applicable in some cases 
and could well be included. Psychiatrists should be 
free of bias and their opinions and beliefs should be 
objective. 
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The division of countertransference into these 
groups gives a plan of application to everyday medical 
practice. It might be safely said that much of usual 
medical practice is conditioned greatly by the attitudes 
of the physician. It represents a projection of the 
physician’s productions upon the patient, at times on 
an unreasonable and irrational basis. An extreme ex- 
ample is the case of a South American doctor who 
came to one of the training centers in this country and 
learned the technic of hysterectomy. On his return 
to his home country, it was not too long before every 
woman coming to him for medical advice lost her 
uterus, for that was his answer to her troubles. This 
might be termed countertransference en masse. 

In the practice of psychotherapy, the opposite 
directions of the forces are operative. Here the projec- 
tions are from the patient onto the therapist. The 
most successful technics are those promoting the 
easiest flow from patient to physician and as little as 
possible in the opposite direction. The doctor then be- 
comes a receiving station and must operate with as 
little interference with the receiving process as pos- 
sible. His reactions must be adaptive and malleable 
so that what he has projected against him will not be 
conditioned by his reactions. He cannot be a robot or 
a recording machine, for the treatment situation is a 
human relationship, and psychotherapy is a form of 
human experience. 

By comparing the psychotherapeutic procedure 
with the business of living the place of countertrans- 
ference becomes clear. Life is made up of  inter- 
personal relationships and is a continuous interplay of 
forces between human beings. Very few of these 
forces are reasoned or planned but occur spontaneous- 
ly with contact or developing intimacies. In the treat- 
ment milieu the only difference is that the relationship 
between doctor and patient is limited to a restricted 
setting with the reactions of one of the parties con- 
trolled. In everyday life situations a clash of these 
forces results and a compensatory balance is effected 
which is more or less comfortable to the individual. 
This sets up protective or defensive devices with re- 
straints. In the treatment setting the need for defenses 
is absent and the clash that would occur in a life 
situation does not happen. The response of the 
therapist is a “give-with-the-punch” variety without 
retaliation. The therapist, however, being human, re- 
sponds to some degree, and it is on the basis of this 
response that the patient builds his campaign of action. 
Since the situation is safe, his defenses need not be 
maintained, and he can devote the full battery of his 
energy to the dynamics of the treatment. situation. 
His objectives vary with his condition, but essentially 
he is seeking security, a sense of inner assurance. The 
schizoid pursues this end by working for support and 


warm acceptance, the neurasthenic by close rapport 


and understanding, the psychasthenic by identification 
of the therapist with his rituals, and the hysteric by 
enslavement of his environment. : 

With the development of transference the patient, 
devoting his efforts to his objectives, need center his 
attention only on the therapist and to derive his end 
from him. The therapist has the advantage for he is 
aware of this interplay while the patient is not. The 
therapist knows the significance and meaning of his 
patient’s moves and feelings and to some degree can 
subtly manipulate them. The patient can only react 
to the responses of the doctor, and he senses even 
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minor nuances. He will test the limits, that is, he 
will by one device or another try to arouse a reaction 
in the doctor, and if he succeeds he will continue to 
use the successful method to an increasingly greater 
degree. 

The patient is seeking security just as a_ child 
seeks security in his developing environment. The 
child is not helped by too much permissiveness or by 
too much response to his maneuvers. A good strong 
“no” means much to a child and really is necessary 
to the development of a_ well-rounded personality. 
The patient is in the same position, for in the treat- 
ment situation there is a re-enactment of the emotional 
interplays of the early years of the child. A control 
of these reproductions brings insight and a therapeutic 
result. The countertransference sometimes is an unre- 
liable factor which allows the patient to gain a degree 
of control of the situation, which actually he does not 
want. It is a bid to the doctor to say “no,” to set the 
limits. Countertransference gives a human and warm 
element to the situation and allows the patient to make 
of it an interpersonal interplay. 

Cohen’ gives the following list of situations which 
may provide a clue to the doctor that he is involved 
too deeply in the countertransference : 

. The analyst has an unreasoning dislike for the patient. 

. The analyst cannot identify with the patient, who seems 
unreal or mechanical. When the patient reports that he is 
upset, the anaylist feels no emotional response. 

. The analyst becomes overemotional in regard to the pa- 
tient’s troubles. 

4. The analyst likes the patient excessively, feels that he is 
his best patient. 

5. The analyst dreads the hours with a particular patient 
or is uncomfortable during them. 

6. The analyst is preoccupied with the patient to an un- 
usual degree in intervals hetween hours and may find himself 
fantasying questions or remarks to be made to the patient. 

7. The analyst finds it difficult to pay attention to the pa- 
tient. He goes to sleep during hours, becomes very drowsy, 
or is preoccupied with personal affairs. 

8. The analyst is habitually late with a particular patient 
or shows other disturbance in the time arrangement, such as 
always running over the end of the hour. 

9. The analyst gets into arguments with the patient. 

10. The analyst becomes defensive with the patient or ex- 
hibits unusual vulnerability to the patient's criticism. 

11. The patient seems to consistently misunderstand the 
analyst’s interpretations or never agrees with them. This is, 
of course, quite often correctly interpreted as resistance on the 
part of the patient, but it may also be the result of a counter- 
transference distortion on the part of the analyst that his inter- 
pretations actually are wrong. 

12. The analyst tries to elicit affect from the patient- 
for instance, by provocative or dramatic statements. 

13. The analyst is overconcerned about the confidentiality 
of his work with the patient... . 

14. The analyst is angrily sympathetic with the patient re- 
garding his mistreatment from some authority figure. .. . 

15. The analyst feels impelled to do something active. .. . 

16. The analyst appears in the patient’s dreams as himself, 
or the patient appears in the analyst’s dreams. 
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Possibly there are other items that could be added 
to this list, but for the present it will serve. 


Handling the countertransference begins with its 
recognition, for doctors as well as patients are pron 
to rationalization and projection. In general, if the 
treatment process is not going well, it would be well 
to review the above points to see if one or more are 
operative. Once the doctor recognizes that the coun 
tertransference is active he then must, one way or an 
other, appraise its extent and how much of the 
patient’s behavior is due to it. 

Controlling the countertransference and making it 
a positive influence instead of an interference requires 
quite a little objectivity. However, a good rule to fol- 
low, once the extent of the countertransference is rec- 
ognized, is to plot carefully the whole therapeutic 
process of the patient in question. It should be written 
out, diagrams or charts drawn, and all the forces at 
work weighed. Then the effect of change in the coun 
tertransference should be calculated and tried out. If 
this plan works the doctor has gone far toward master- 
ing countertransference. By overemphasizing the tech- 
nical details and working directly with therapy as if 
it were a problem, much interest can be developed 
at the expense of the negative aspects of the counter 
transference. 

Should the situation be such that this detachment 
is not possible, that is, if the assaults of the patient 
have been allowed to gain a firm foothold, the case 
should be referred to someone else. 

As a rule it is not a good practice for psycho 
therapists to carry on a personal relationship with pa- 
tients. Patients who tend to shower the doctor with 


gifts must be handled carefully, for often these gifts 


carry with them an implied obligation for the doctor to 
give more of his personal life to the patient. It is also 
a safe rule for those engaged in the training of psy- 
chiatrists that the trainer not attempt psychotherapy 
of the trainee. Grotjahn" says of this, “It needs spe- 
cial and repeated emphasis that the candidate’s hostil 
ity when it finally emerges behind the camouflage of 
transference identification is difficult for the analyst 
to face and to handle. The same analyst who easily or 
with relative ease accepts the violent hostility of a psy 
chotic patient in the hospital may have to develop a 
new tolerance toward much milder but also much more 
painful manifestations of hostilities by the younger 
colleague.” 
SUMMARY 

A discussion of countertransference is given with 
definitions by various leaders in the field of psycho- 
therapy. The change in present-day understanding 
from that of the time of Freud is noted. A list of con 
ditions indicating an interfering countertransference is 
given and suggestions made for the constructive han- 
dling of it. 
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The meticulous, unhurried, but daring technics of 
modern surgery are possible because of the absence 
of sensation provided by anesthetic agents. These 
drugs are useful precisely because they attack nerve 
centers and tracts. Some are valued for blocking 
transmission of nerve impulses locally when care is 
exercised to avoid paralysis of vital activities such as 
respiration. Others of more general depressant action 
are used to produce outright loss of consciousness, 
but the degree of cerebral depression permitted must 
be very carefully regulated to preserve vital functions 
of the brain stem. 

ESSENTIALITY OF REVERSIBILITY OF ANESTHESIA 

It is commonly understood that administration of 
these agents to ordinary surgical patients possessing 
healthy nervous systems, in spite of diseased gallblad- 
ders, tonsils, or appendices, is relatively safe only 
because of the skill and experience of the anesthetist 
in their selection and use. 

The anesthetist recognizes that systemic conditions 
which interfere with or render precarious the elimina- 
tion of the anesthetic agent constitute either absolute 
or relative contraindications to its use. It is of course 
tacitly understood that with elimination of the anes- 
thetic agent from the nervous tissue its effects must 
be reversible. 

IRREVERSIBILITY COMPLICATING NEUROLOGIC DISEASE 

It appears reasonable that this essential reversibil- 
ity may depend as much on the health of the nervous 
system as on the normal properties of the anesthetic 
agent. It is my purpose to emphasize that the pres- 
ence of disease in the nervous system may predispose 
to untoward reactions (with otherwise satisfactory 
agents) entirely beyond control by the anesthetist after 
the agent has been administered. 

This potentiating relationship was first suggested 
by the appearance of disastrous sequelae to spinal anes- 
thesia. Anesthetists learned to avoid intrathecal ad- 
ministration of anesthetic agents in the presence of 
infections of the central nervous system and diseases 
such as pernicious anemia with subacute combined 
degeneration of the cord lest appearance of any new 
symptoms or exacerbations of old symptoms subse- 
quently observed (presumably due entirely to the 
disease as far as the anesthetist was concerned) be 
attributed to the anesthetic.’ The accumulated evi- 
dence, however, indicates that such sequelae are more 
than coincidences unfortunately timed to harass the 
anesthetist. 

SPINAL ANESTHESIA 

It has become recognized that compression and 
other types of injury to the spinal cord or nerve roots 
in addition to degenerative cord diseases predispose 
toward permanent damage by intrathecal anesthetic 
agents. Unfortunately trauma accompanying the spinal 
puncture necessary to the intrathecal injection of the 
anesthetic agent may predispose to permanent damage 
by the drug. Growing awareness of these hazards, 
some of which are not clinically obvious, is leading 
neurologists to assert that the only indication for 
spinal anesthesia is lack of applicability of other 


methods in a given case.?. Medicolegal consequences 
have also notably restricted use of spinal anesthesia 
during the past several years. 

GENERAL ANESTHESIA 

General anesthesia may similarly exaggerate cen- 
tral nervous system damage in the presence of 
pre-existing nervous disease. For example, the exacer- 
bation of symptoms of multiple sclerosis following 
general anesthesia for operation or obstetric analgesia 
has been long observed. Even more important from 
the standpoint of risk of life are the deleterious and 
potentially lethal effects of general anesthesia in the 
presence of diseases of the central nervous system 
accompanied by increased intracranial pressure. 

These disease states generally threaten life 
through failure of vital medullary or brain stem func- 
tions as increasing intracranial pressure reduces the 
volume of blood available to the vital centers.* Sur- 
vival can be for only as long as this progressive 
difficulty of hemic irrigation can be compensated. 

Lethal Mechanism.—General anesthesia in the 
face of threatened medullary failure due to increased 
intracranial pressure is potentially lethal not only be- 
cause of its direct depressant action on the vital cen- 
ters, but also because it may cause very real and acute 
increase in intracranial pressure by promoting cerebral 
edema. This comes about as follows :* 

1. General anesthetics (and, incidentally, nar- 
cotics) impair oxidative processes in nervous tissue 
by adversely affecting enzyme systems facilitating 
oxidation and also by depressing those neurologic cir- 
cuits which promote via autonomic and endocrine 
controls oxidative phases of metabolic processes. 

2. This impairment of oxidation forces neural 
tissues to derive a greater part of their energy from 
anaerobic breakdown of glucose (by glycolysis) into 
lactic acid rather than by its complete oxidation to 
carbon dioxide and water. 

3. The resulting changes in permeability promote 
edema, that is, the accompanying alteration of hydro- 
gen ion concentration at the end point causes the nerv- 
ous tissues to take on water. 

This may, in the presence of existing increased 
intracranial pressure, kill the patient. 

An interesting corollary is that neurotropic 
viruses can inhibit anaerobic carbohydrate utilization. 
Therefore administration of general anesthetics may 
increase damage in the presence of central nervous 
system virus infection. 

Avoidance of General Anesthesia —Since 1950 I 
have advocated avoidance of general anesthesia for 
craniotomies in the presence of increased intracranial 
pressure. I have been satisfied that local anesthesia 
with minimal premedication and narcosis virtually 
eliminates anesthetic and operative deaths. This con- 


clusion has often been challenged (frequently by anes- 
thetists who apparently feel under compulsion to “give 
at least a little” of some general anesthetic agent) 
with the contention that these deaths are actually due 
to surgical trauma rather than to general anesthesia. 
The following case will shed light on this controversy : 
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CASE REPORT 

A 36-year-old married woman who had never been 
pregnant received sporadic medical attention for 
obesity, constipation, and headaches. The latter re- 
curred about every 4 to 6 months and were said to 
have always been relieved by cervical manipulation. 
No abnormalities of blood, serology, or urine were 
discovered during 5 years of observation. Iodine was 
administered because of a —8 basal metabolic rate, 
without evident benefit. 

Amenorrhea for 3 to 4 months with nausea and 
vomiting gave rise to hopes of pregnancy, but the 
uterus remained unchanged. Gradual development of 
vertigo, diplopia, and more nearly constant headache 
resulted in a diagnosis of subclinical appendicitis. Re- 
sults of a gastrointestinal series were negative except 
for failure of the appendix to fill with barium. Ap- 
pendectomy was elected. 

On admission to the hospital temperature, respira- 
tion, pulse, and blood pressure were normal. The 
blood count was unremarkable except for a white cell 
count of 13,500, including segmented cells 64, stab 
cells 1, lymphocytes 26, eosinophils 4, and monocytes 
5. Urine and serologic findings were normal. 

On the evening of admission the patient was dis- 
covered in the bathroom in a tremulous and agitated 
state, obviously disoriented and frightened. She later 
referred to this experience as a “blackout,” but it is 
not recorded whether or not similar episodes had oc- 
curred previously. 

Physical findings recorded by the intern were 
unremarkable except for moderate enlargement of the 
thyroid gland. Abdominal tenderness and_ rigidity 
were not described. Neurologic reflexes were stated 
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to have been normal. Ophthalmoscopy was not per- 
formed. The intern’s diagnoses were: (1) colloid 
goiter, (2) possible psychoneurosis, (3) possible petit 
mal. 

An appendectomy was performed under brief 
cyclopropane anesthesia without incident. Following 
operation the patient failed to regain consciousness 
until she roused briefly on the morning of the second 
postoperative day before lapsing into coma. Medul- 
lary embarrassment was evidenced by elevated pulse 
(168), depressed respiratory rate (12), dilated and un- 
responsive pupils, elevated blood pressure (176/110), 
and faint cyanosis of the lips and nail beds. Coma 
persisted until death on the afternoon of the second 
postoperative day. 

Pathologic examination of the removed appendix 
revealed no evident inflammatory changes. At autop- 
sy the only significant pathologic finding was a large 
astrocytoma of the right frontal lobe accompanied by 
signs of cerebral edema. 

CONCLUSION 

This case is another accidental human medical ex- 
periment which could not for ethical reasons have been 
deliberately designed. It demonstrates the effect of 
general anesthesia on a patient with increased intra- 
cranial pressure. In this case conditions were con- 
trolled by the absence of craniocerebral surgery to 
which death is often attributed, although it has been 
demonstrated that nearly any or all parts of the brain 
except the brain stem may be sacrificed without loss 
of life. The conclusion is obvious: In the presence 
of increased intracranial pressure general anesthesia 
alone may kill the patient. 


418 E. Olive Ave., Burbank, Calif. 
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Book Notices 


PSYCHIATRY AND CATHOLICISM. By James H. Vander- 
Veldt, O.F.M., Ph.D., Associate Professor of Psychology, The Catholic 
University of America; Professor of Psychology, Trinity College; 
ind Robert P. Odenwald, M.D., F.A.P.A., Director of the Child Cen- 
ter and Assistant Professor of Psychiatry, The Catholic University of 
America. Ed. 1. Cloth. Pp. 433. Price $6.00. McGraw-Hill Book 
Company, 330 W. 42nd. St., New York, 1952. 


This volume should prove to be one of the most impor- 
tant on its subject and one of the most timely to appear within 
a decade, not only to those individuals to whom it has a 
special interest, but to all serious and intelligent general read- 
ers. It is a book to be read profitably by every physician and 
certainly by all osteopathic physicians of Roman Catholic per- 
There are few specialists in the field of psychiatry 
who would not gain from its careful perusal. 


suasion. 


To physician, priest, minister, ordinary layman, and the 
ndividual who believes that modern psychology and psychiatry 
have supplanted Christianity—to every mature man and woman 

the hook constitutes a challenge. It is a volume for study, 
‘or reference, and for thorough discussion (since it does not 
pretend to present the final word). It will serve to illuminate 
he thinking of many, and will reconcile ideas that may seem 
rreconcilable to others. It represents the powerful joining of 
specialty of medicine with one phase of religious thinking 


for the healing of the ill and anxious mind. The entire book 
moves within two fields of wide controversy, Christianity as 
exemplified by the Roman Catholic Church and modern psy- 
chiatry as a specialty of medicine. Yet it is written so 
judiciously as to command respect for high scholarship, ac- 
curate and considerate presentation, clean and logical exposi- 


tion, and a wealth of information not otherwise readily 
accessible. 
The first part of the volume deals with the general 


principles of psychiatry evaluated from the standpoint of 
Christian morality as viewed by the Catholic Church. The 
latter part covers the complete range of psychiatric disorders 
in such a way as to be understandable to the educated layman. 

The authors can speak with authority in their respective 
fields. Both men are professors in the Departments of Psy- 
chiatry and Psychology in the Catholic University of America. 
Father James VanderVeldt, O.F.M., is a doctor of philosophy 
from the University of Louvain and a scholar known here 
and abroad. Robert Odenwald, M.D., is the Director of the 
Child Guidance Clinic at the Catholic University, a fellow 
of the American Psychiatric Association, and a diplomate in 
neuropsychiatry. The foreword is by Patrick O’Boyle, Arch- 
bishop of Washington. 
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Each chapter has several pages of notes and references 
which constitute a valuable guide to further study for the 
thorough student. The book references are made on the basis 
of competency of their authors and are in no way confined 
to any sectarian viewpoint. 


This book is highly recommended to every serious-minded 
doctor regardless of his personal religious or philosophic view- 
point. It is particularly a book for today. 


DIABETIC GLOMERULOSCLEROSIS. The Specific Renal Dis- 
sease of Diabetes Mellitus. By Harold Rifkin, M.D., F.A.C.P., Lecturer 
in Medicine, College of Physicians and Surgeons, Columbia University; 
Adjunct Attending Physician, Medical Division, Montefiore Hospital; 
Associate in Medicine and Assistant Professor, Department of Bacteri- 
ology, Flower-Fifth Avenue Hospitals, New York Medical College, New 
York; Louis Leiter, M.D., Ph.D., Clinical Professor of Medicine, College 
of Physicians and Surgeons, Columbia University; Chief, Medical Di- 
vision, Montefiore Hospital, New York; and James Berkman, M.D., 
Instructor in Pathology, College of Physicians and Surgeons, Columbia 
University; Associate Pathologist, Montefiore Hospital, New York. 
Cloth. Pp. 102, with illustrations. Price $3.50. Charles C Thomas, 
Publisher, Springfield, Tll., 1952. 


This monograph in the American Lecture Series is a 
discussion of the clinical entity of intercapillary glomerulo- 
sclerosis occurring in association with diabetes mellitus, 
albuminuria, nephrotic edema, hypertension, and renal de- 
compensation, which was described by Kimmelstiel and 
Wilson in 1936 and also known as the Kimmelstiel-Wilson 
syndrome. 


The clinical syndrome, pathology, pathogenesis, analy- 
sis of clinical data, laboratory aids in diagnosis, differential 
diagnosis, and treatment are considered. The monograph is 
well written and concise and should be valuable to any 
physician treating diabetes. 


B-VITAMINS FOR BLOOD FORMATION. By Thomas H. 
Jukes, Ph.D., Lederle Laboratories Division, American Cyanamid Com- 
pany, Pearl River, New York. Cloth. Pp. 113, with figures and charts. 
Price $4.00. Charles C Thomas, Publisher, 301 E. Lawrence Ave., 
Springfield, Ill., 1952. 


This treatise is another of the American Lecture 
Series publications. The monograph reviews the chemistry 
and physiology of some of the newer therapeutic agents 
in the field of blood dyscrasias. The megaloblastic anemias 
and the role of B vitamins in megaloblastic anemias of 
pregnancy and infancy are discussed. Consideration is 
given to pteroylglutamic acid and its chemically related 
substances, the vitamin B,: group, the intrinsic factor, and 
the citrovorum factor, 


The book should prove useful to nutritionists in par- 
ticular, and the list of up-to-date references at the end of 
each chapter will be of aid to those desiring more details 
on the subject. 


THE MANAGEMENT OF ABDOMINAL OPERATIONS. By 
Rodney Maingot, F.R.C.S. Cloth. Pp. 1253, with illustrations. Price 
$24. The Macmillan Company, 60 Fifth Ave., New York 11, 1953. 


This compendium was, according to the editor, . writ- 
ten especially for post-graduates, for senior resident medical 


and surgical officers, for Fellowship candidates requiring more ° 


precise instructions in the details of the care of patients suf- 
fering from destructive lesions of the abdominal viscera, and 
for the general surgeon and those who are desirous of keeping 
abreast with the developments in this field.” 


Since certain basic knowledge of medicine and surgery 
has been assumed, more space has been made available for 
description of special methods of investigation, for details of 
preoperative, surgical, and postoperative management, and for 
the increasingly significant medical aspects of abdominal 
surgery. 

Written by thirty-three specialists, there is great variation 
in the style and some duplication of information; the former 
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is refreshing and the latter not obtrusive. The nature, size, 
and purpose of the book make it one of the most all-inclusive 
available today. The fact that it is written by British physi 
cians using British terminology may limit its usefulness and 
appeal for American doctors. However, this minor and un- 
avoidable consideration should not cause physicians in this 
country to overlook the outstanding value of this most recent 
work of a highly trained and widely experienced editor and 
surgeon. 


ACUTE RENAL FAILURE, Including The Use of The Artificial 
Kidney. By John T. MacLean, M.D., F.R.C.S.(C)., F.A.C.S., Assistant 
Urologist, Royal Victoria Hospital, Department of Veterans Affairs; 
Demonstrator in Surgery, McGill University, Montreal, Canada. Cloth 
Pp. 114, with illustrations. Price $6.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Ill., 1952. 


This monograph is an attempt to cull from the works of 
the various investigators of acute renal failure some of the 
answers to the problem and to correlate them, particularly 
where opinion is divided. It is intended to assist the reader in 
evaluating the various opinions and in the care of his patients. 
In addition to interpretations of the investigative work, the 
hook includes the author’s experience in relation to the main 
problem. 


Processes in the development of acute renal failure and 
in normal recovery are developed and described. The role of 
acid-base balance is discussed. A chapter is devoted to renal 
circulation, intrarenal circulation, and renal anoxemia. The 
etiology and pathogenesis of lower nephron nephrosis and acute 
renal failure due to lower nephron nephrosis are included 

The artificial kidney and its use are described in detail, as 
well as the various types of artificial kidney. Treatment of 
acute renal failure with ACTH is also included. 


KITCHEN STRATEGY. By Leona M. Bayer, M.D., Assistant 
Clinical Professor of Medicine, Stanford University School of Medicine, 
San Francisco; and Edith Green, Television Cooking Expert, San 
Francisco. Paper. Pp. 94, with illustrations by Antonio Sotomayor 
Price $3.75. Charles C Thomas, Publisher, 301-327 East Lawrence Ave., 
Springfield, Tll., 1952. 


This book helps fill a definite need for information 
pertaining to the essentials and importance of good diet— 
information that can be utilized by the housewife in prepar- 


ing meals and establishing good eating habits for the 
family. The dietetic fundamentals in this monograph are 
for the purpose of giving the housewife the background 
and adaptability needed for preparing meals on a reasonable 
budget. The book includes recommended daily food items, 
principles used as the basis for suggesting them, and safe 
substitutions. The book is not intended as medical advice, 
although one of the authors is a physician; it is, rather, a 
supplement to medical advice, combining scientific knowl- 
edge and practical application. It is designed as a supple- 
ment to ordinary cookbooks and as a guide to their use. 

Included in the handbook are sections on basic food 
elements, menu planning (including infant feeding), menus 
for common ailments, strategic buying, cooking, serving 
(including coordination of child and family menus), and 
family cookery. Some recipes are included, but stress is 
placed on high nutritional standards through skillful use 
of palatable, attractive, and inexpensive foods. 


THE RATIONAL TREATMENT OF CATARRH. By W. Annan 
dale Troup, M.C., M.D., Ch.B. (St. And.). Cloth. Pp. 85, with illustra 
tions. Price $2.50. Chaterson Ltd., 5 Johnson’s Court, Fleet St., E.C.4, 
London; John de Graff, Inc., 64 West 23rd St., New York 10, 1952 


The purpose of this book is to bring the attention of the 
medical profession to the use of the Kromayer lamp in treat- 
ment of chronic nasal catarrh. The author discusses generalities 
of physical medicine ; general considerations in the treatment of 
nasal catarrh and sinusitis; apparatus, technic and physiologic 
effect of treatment; secondary toxemic manifestations; cases 
treated and factors involved; children and sinusitis; treatment 
of allergic conditions; and adjuvants to treatment. 
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Conventions and 
Meetings 


Announcements 





American Osteopathic Association, 
Fifty - Eighth Annual Convention, 
Royal York and King Edward Hotels, 
Toronto, Canada, July 12-16, 
sive. Program Chairman, 
\. Ward, 51 Cass 
Mich. 


inclu- 
Campbell 
Ave., Mt. Clemens, 











American College of Osteopathic In- 
ternists, annual meeting, Philadelphia, 
October 7-10. Secretary, Glennard E. 
Lahrson, 460 Staten Ave., Oakland 10, 


Calif 


American College of 
stetricians and 
meeting, Hotel 
February 16-19. 
Speir, Box 57, 


Osteopathic Ob- 
Gynecologists, annual 
Statler, Angeles, 
Secretary, Arthur A 
Merrill, Mich. 


Li ss 


American Osteopathic Society of Proc- 
tology, annual meeting, Hotel Jeffer- 
son, St. Louis, Mo., April 29-May 1. 
Secretary, Carl S. Stillman, Jr., 3523 
Fifth Ave., San Diego 3, Calif. Pro- 
gram Chairman, Felix D. Swope, 609 
Farragut Medical Bldg., Washington 
a & €. 


Colorado: See Rocky Mountain Osteo- 


pathic Conference. 


Florida, annual meeting, Miami Beach, 
May 13-15. Secretary, Dominic Raffa, 
5009 Central Ave., Tampa 3. Program 
Chairman, William E. White, Manatee 
Post Office Arcade, Bradenton. 


Radium 
Secretary, Kenneth 
H. Wiley, 806 Mortgage Guarantee 
Bldg., Atlanta 3. Program Chairman, 
Chan L. Plair, 901 Second Ave., Al- 
bany. 


Georgia, annual meeting, 
Springs, May 7-8. 


Indiana, annual meeting, South Shore 
Inn, Lake Wawasee, Syracuse, May 
9-11. Secretary, F. A. Turfler, Jr., 


107 S. William St., South Bend. 


Maine, midyear meeting, Elmwood Hotel, 
Waterville, December 3-5. Program 
Chairman, Edward G. Drew, 166 Silver 
St., Waterville. Annual meeting, Hotel 
Samoset, Rockland, June 17-19. Execu- 
tive Secretary, Roswell P. Bates, 72 
Main St., Orono. 


New Mexico, annual meeting, Franciscan 
Hotel, Albuquerque, April 30-May 1. 
Secretary, Robert E. Smith, 205 N. 
First, Lovington. 


Ohio, annual meeting, Columbus, May 
2-5. Executive Secretary, Mr. William 
S. Konold, 50 E. Broad St., Columbus. 
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The “hyperkinemic” activity of 

Baume Bengué goes beneficially deep 
It enhances blood flow through the 

tissue area in arthritis, myositis, muscle 
sprains, bursitis and arthralgia. As Lange 
and Weiner’ determined by the use of 
thermo-needles, hyperkinemic effect 
may extend to a depth of 2.5 cm. 


Baume Bengué also promotes systemic 
salicylate action. It provides the high 
concentration of 19.7% methyl salicylate 
(as well as 14.4% menthol ) in a specially 
prepared lanolin base to foster 


percutaneous absorption. 


|. Lange, K., and Weiner, D.: J 


Invest. Dermat. /2:263 (May) 1949. 


Baume ben gue 


Available in both regular and mild strengths. 


Shes. Leeming G Cor Shee. 155 F 44th St.,NcwY ork 17,.N.Y. 


tary, Eugene D. Mosier, 328 Second 


St., Puyallup. 


Program Chairman (annual meeting), 
Donald J. Ulrich, 141 E. Main St., 
Kent. 

West 


Boone 


Virginia, annual meeting, Daniel 
Hotel, Charleston, June 6-8 
Secretary, Guy E. Morris, 542 Empire 
Bank Bldg., Clarksburg. Program 
Chairman, Donald C. Newell, 137% 
Main St., Oak Hill. 


Confer- 
Colorado 
Secretary, 
Ogden St., 


Rocky Mountain Osteopathic 
ence, Broadmoor Hotel, 
Springs, November 13-15. 
C. Robert Starks, 1459 
Denver 18. 


Western States Osteopathic Society of 
Proctology, annual meeting, Shamrock 
Hotel, Houston, Tex., October 4-6 
Secretary, E. F. Waters, 925 E. South 
Temple St., Salt Lake City 2. 


Virginia, annual meeting, Williamsburg, 
May 28-29. Secretary, E. Brooks 
Flickinger, 301 W. Whitlock St., Win- 
chester. Program Chairman, Vincent 
H. Ober, 407-11 Bankers Trust Bldg., 
Norfolk 10. 


Wisconsin, annual meeting, Schroeder 
Hotel, Milwaukee, April 12-14. Secre- 
tary, Edwin J. Elton, 1518 N. Seven- 
tieth St.. Wauwatosa 13. 


Stewart 
Secre- 


seminar, 
December _ 5. 


Washington, midyear 
Hotel, Seattle, 





34 PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


Clay-Adams Announces 


The ADAMS 
Fertility Calculator 


e Simplifies your patient's calculation of 


her fertile period 


e Permits individualized settings for each 


patient based on Knaus Method 


e Eliminates arithmetical errors 














1. With cover removed, 
set indicator at “O’; 
pull collar to right, ex- 
posing the two wheels. 





Simple 
Steps 











2. Shortest and longest 
cycles are set opposite 
each other —relock 
caleilator by sliding 
collar back in place, 
with line over individ- 
ual cycle variations. 














Fertile period is read 
directly when indica- 
tor is set at date of 
menstrual onset. 


State and National Boards 


ARIZONA 

Those interested in professional ex- 
aminations, contact Russell Peterson, 
D.O., secretary, Board of Registration 
and Examination in Medicine and Sur- 
gery, 2747 East McDowell Road, Phoe- 
nix. 

R. O. McGill, D.O., Phoenix, has been 
appointed a member of the Board for a 
term of 3 years. 

Basic science examinations December 
15. Applications must be filed 2 weeks 
prior to examination. Address Herbert 


The ADAMs Fertility Calculator enables a 
doctor, for the first time, to provide his pa- 
tients with an easy-to-use, individually-set 
calculator that will accurately determine 
the individual patient’s fertile periods. 
Based on the widely-approved and tested 
Knaus Rhythm method, it covers menstrual 
cycles as short as 21 days or as long as 38 
days. It will cover up to 12-day variations in 
extremes of the patient’s menstrual cycles. 

The Fertility Calculator eliminates 
complicated charts and tables for deter- 
mining a woman’s fertile period. The doctor 
sets the calculator at the shortest and long- 
est menstrual cycle of the patient and locks 
the calculator in position. The patient then 
can read her fertile days each month di- 
rectly off the calculator, by turning the dial 
to her onset date of her latest menstruation. 
In sterility cases, the physician can narrow 
down the number of days when conception 
is possible. 

Studies show that involved calculations 
are the greatest single source of error in 
applying the Knaus method. These are now 
avoided. 

The ADAMS Fertility Calculator is made 
of durable plastic and metal and is only 2 
inches high. The calculator will be sold 
only through Surgical Supply Dealers on 
recommendation of physicians. Price is 
$5.00 with quantity discounts. 

Get complete details from your Surgical 
Supply Dealer. 


CLAY-ADAMS COMPANY, INC. 
141 East 25th St., New York 10 





D. Rhodes, Ph.D., secretary, Basic Sci- 
Arizona, 


ence Board, 
Tucson. 


University of 


COLORADO 
Professional examinations 
15-16 at Denver. 
filed by 


November 14. Address 


public Bldg., Denver. 


Basic science examinations December 
2-3. Applications must be filed on or be- 
fore November 18. Address Esther B. 
Basic Science 


Starks, D.O., secretary, 
Board, 1459 .Ogden St., Denver 18. 


December 
Applications must be 
Miss 
Beulah H. Hudgens, executive secretary, 
Board of Medical Examiners, 831 Re- 
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CONNECTICUT 

Basic science examinations February 
12, Room 23, Lampson Hall, Yale Uni- 
versity, New Haven. Applications must 
be received no later than 2 weeks before 
examination. Address Miss M. G. Rey- 
nolds, executive assistant, State Board of 
Healing Arts, 110 Whitney Ave., New 
Haven 10. 

The officers of the Osteopathic Ex- 
amining Board are: President, Foster 
D. Clark, Torrington; treasurer, Frank 
C. Tempone, Stamford; secretary, Frank 
F. Poglitsch, New Britain. 


DELAWARE 


Examinations at Dover January 12-14. 
Applications must be filed on or before 
December 15. Address Joseph S. Mc- 
Daniel, M.D., secretary, Board of Medi- 
cal Examiners, 229 S. State St., Dover. 

FLORIDA 

Examinations November 28-29, Semi- 
nole Hotel, Jacksonville. Address R. 
Philip Coker, D.O., secretary, Board of 
Osteopathic Medical Examiners, 602 F. 
Fourth St., Panama City. 

Louis J. Larmoyeux, Jacksonville, has 
been appointed to the Board. Edmund 
T. Flynn, Tallahassee, has been 
pointed to the Board. 


reap- 


HAWAII 

Examinations dates by Territorial Law 
are usually the first Wednesday, Thurs- 
day, and Friday of January, April, July, 
and October. One of these dates is set 
for examination after approval of candi- 
date’s application by the Board. Address 
Frank O. Gladding, D.O., secretary, 
Board of Osteopathic Examiners, 504 
Kauikeolani Bldg., Hawaii 13. 


ILLINOIS 


Examinations in January. Address 
Vera M. Binks, director, Department of 
Registration and Education, Springfield. 


IOWA 
Basic science examinations January 12, 
Capitol Bldg., Des Moines. Applications 
must be filed prior to examination. Ad- 
dress Ben H. Peterson, Ph.D., secretary, 
Board of Basic Science Examiners, Coe 
College, Cedar Rapids. 
KANSAS 
Examinations in February at Topeka. 
Address Forrest H. Kendall, D.O., sec- 
retary, Board of Osteopathic Examina- 
tion. and Registration, 420% 
vania Ave., Holton. 


Pennsyl- 


LOUISIANA 


Paul M. Campbell, Minden, has been 
appointed to the Board of Osteopathy 
for a term expiring in 1956. Walter T. 
Colquitt, Shreveport, has been reappoint- 
ed to the Board. 


MICHIGAN 
Basic science examinations February 
12-13, Detroit and Ann Arbor. Address 
Mrs. Anne Baker, secretary, Board of 
Examiners in the Basic Sciences, 410 W. 
Allegan, Lansing. 
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Willis H. Yeamans, Mt. Clemens, has 
been appointed to the Board of Osteo- 
pathic Registration and Examination for 
a term expiring April, 1958. 


MINNESOTA 

Professional examinations December 
5. Address Wallace F. Kreighbaum, 
D.O., secretary, Board of Examiners, 
2748 Hennepin Ave., Minneapolis 8. 

Jasic science examinations January 
5-6, 101 Wesbrook Hall, University of 
Minnesota, Minneapolis. Applications 
must be filed by December 10. Address 
Raymond N. Bieter, M.D., 105 Millard 
Hall, University of Minnesota, Min- 
neapolis. 


MONTANA 
T. G. Gunderson, Billings, has been 
reappointed to the Board of Osteopathic 
Examiners for a term expiring Febru- 
ary 10, 1957. 


NEBRASKA 
Basic science examinations January 
12-13. Address Mr. Husted K. Watson, 
director, Bureau of Examining Boards, 
Department of Health, State Capitol 
Bldg., Lincoln 9. 


NEVADA 

Professional examinations January 30, 
210 West Second Street, Reno. Applica- 
tions must be filed not less than 2 weeks 
before examination. Address Walter J. 
Walker, D.O., secretary, Board of Os- 
teopathic Examiners, 210 West Second 
Street, Reno. 

Basic science examinations January 5. 
Address Dr. Frank Richardson, secre- 
tary, Board of Examiners in the Basic 
Sciences, University of Nevada, Reno. 


NEW MEXICO 

Basic science examinations January 17. 
Address Mrs. Marguerite Cantrell, 
Board of Examiners in the Basic Sci- 
ences, P.O. Box 1522, Santa Fe. 

Harold E. Donovan, Raton, has been 
reappointed to the Board of Osteopathic 
Examination and Registration for a term 
expiring April, 1958. 


NEW YORK 
Examinations February 16-19. Address 
Stiles D. Ezell, M.D., Bureau of Profes- 
sional Examinations and Registrations, 
23 S. Pearl St., Albany 7. 
John R. Pike, D.O., Albany, has been 
appointed to the Board of Medical Ex- 
aminers for a 3-year term. 


NORTH CAROLINA 
The officers of the Board of Osteo- 
pathic Examination and_ Registration 
are: President, A. H. Zealy, Goldsboro; 
secretary-treasurer, F. R. Heine, Greens- 
boro. 
NORTH DAKOTA 
Examinations January 9-10 at Minot. 
Applications must be filed by December 
15. Address G. L. Hamilton, D.O., sec- 
retary, Board of Osteopathic Examiners, 
119 Main St. South, Minot. 


OHIO 
Examinations December 17-19. Ad- 


Rue Ghee tresatemenmt of Eiy pertemaionr: 




















Sic 
Effectively 
- mannitol hexanitrate exerts 
vasodilator action and 


persistent relaxation of 
smooth muscle 


New and Nonofficial Remedies: A.M.A. Council on 
Pharmacy and Chemistry, J. B. Lippincott, p. 243, 1953. 








Safely 
fewer side effects 
with mannitol hexanitrate 


..- greater percentage fall 
in blood pressure 


N. Y. Physician 31:20 (Jan.) 1949. 


eran 
Economically 
combined medication 
that provides simultaneously: 


vasodilatation (mannitol hexanitrate) 
diuresis (theophylline) 
sedation (phenobarbital) 
capillary protection (ascorbic acid + rutin) 


— ee a", “Wy v7 AS 
c 


BRINGS THE PRESSURE DOWN SLOWLY 





Complete Medication for the Hypertensive 

Each Semhyten Capsule contains: Phenobarbital % gr.(15 mg.) 
Mannitol Hexanitrate....42 gr. (30 mg.) Rutin 10 mg. 
Theophylline 1% gr. (0.1Gm.) Ascorbic Acid 15 mg. 


Supplied: In bottles of 100, 500 and 1000 pink-top capsules. 
The S. E. MASSENGILL Company - Bristol, Tennessee 


dress H. M. Platter, M.D., Wyandotte Extension Center Building, 1620 S.W. 

Bldg., Columbus 15. Park Street, Portland. Applications 

OKLAHOMA should be filed by November 18. Ad- 

rn = , ; dress John R. Richards, secretary, State 
The officers of the Board of Osteo- 


. : soard of Higher Education, Eugene. 

pathy are: President, Fred H. Erhardt, 
Oklahoma City; vice president, Robert 
V. Montague, Okmulgee;  secretary- 
treasurer, Ivan E. Penquite, Sapulpa. John H. Warren, D.O., Philadelphia, 
has been appointed to the Board of Os- 
OREGON teopathic Examiners for a term expiring 


PENNSYLVANIA 


Professional examinations in January. June 8, 1957. 
Address Mr. Howard I. Bobbitt, execu- 
tive secretary, Board of Medical Ex- 
aminers, 609 Failing Bldg., Portland 4. Examinations January 7-8 in the State 

Basic science examinations December Office Bldg., Providence. Address Mr. 
5 at Portland, Room 205, Portland State Thomas B. Casey, Director of Profes- 


RHODE ISLAND 





MAKE YOUR 
PRACTICE EASIER... 


with a 


<CE 


UNIVERSAL TABLE 





Equipped to meet the varying needs of your prac- 
tice, the Ritter Universal Table, Type 2, includes 
as standard equipment—adjustable headrest, per- 


ineal cut-out, stainless steel irrigation pan, ad- 
justable knee rest, stirrups and hand wheel tilt 





mechanism. Easily adjusted to any required posi- 
tion. The Type 2 Table has a motor-driven hydrau- 
lic base which raises patients silently, smoothly, 
from 2614” to 4414” with no effort on your part. 
Stirrups are concealed when not in use. Sponge 


rubber cushions give added comfort to patients. 

See your Ritter dealer now for a demonstration 
of the Ritter Universal Table and other Ritter 
equipment for your profession. 


Ritte 


INCORPORATED 


COMPANY 


SULT UP TO A STANDARD 
ca ® 


| 


NOT DOWN TOA PRKE 


RITTER PARK, ROCHESTER 3, N. Y. 


State Office Bldg., 


Regulations, 
Providence. 


sional 


SOUTH CAROLINA 


Professional examinations November 
17. Address Nancy Hoselton, D.O., 
president, Board of Osteopathic Ex- 


aminers, 1711 Gervais St., Columbia 1. 


SOUTH DAKOTA 
Professional examinations, Sioux 
Falls, 9 a.m., January 19. Address John 
C. Foster, executive secretary, Board of 
Medical and Osteopathic Examiners, 
First National Bank Bldg., Sioux Falls. 
Beginning January 1, 1954, all South 
Dakota licenses to practice must be reg- 


istered with the secretary of the Board 
of Medical and Osteopathic Examiners 
and renewed each year thereafter. Soon 
after January 1 notices will be mailed 
to all holders of South Dakota licenses. 
Holders of such licenses not receiving 
notices should contact the executive sec- 
retary. Address John C. Foster, First 
National Bank Bldg., Sioux Falls 

James H. Cheney, D.O., Sioux Falls, 
has been reappointed to the Board for a 
term expiring in July, 1958. 

Basic science examinations in Decem- 
ber. Address Gregg M. Evans, Ph.D., 
secretary, Basic Science Board, 310 E. 
15th St., Yankton. 
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TENNESSEE 

Examinations’ in February and July 
at Nashville. Applications must be filed 
15 days prior to examination. Address 
M. E. Coy, D.O., secretary, Board of 
Examination and for Os- 
teopathic Physicians, Highland, 
Jackson. 


Registration 
1226 


TEXAS 
Everett W. Wilson, D.O., Portland, is 
VICE president of the Board of Medical 
Examiners. 


UTAH 
L. W. Shafer, D.O., Salt Lake City, 
has been reappointed to the Osteopathic 


Examining Board for a term expiring 
July 1, 1955. 
VERMONT 
Examinations January 20-21 at the 
State House, Montpelier. Applications 
must be filed by January 10. Address 
C. D. Beale, D.O., secretary, Board of 
Osteopathic Examination and Registra- 
tion, Mead Bldg., Rutland. 


VIRGINIA 
Henry S. Liebert, D.O., Richmond, 
has been reappointed to the Board of 
Medical Examiners for a term expiring 
June 30, 1958. 


WASHINGTON 

Professional examinations January 11- 
13 at the auditorium of the Health Sci- 
ence Bldg., University of Washington, 
Seattle. Applications must filed 15 
days prior to the examination. Address 
Robert L. Smith, director, Professional 
Division, State Department of Licenses, 
Olympia. 

Basic science examinations January 6- 
7 at the auditorium of the Health Sci- 
ence Bldg., University of Washington, 
Seattle. Applications must be filed 15 
days prior to the examination. Address 
Robert L. Smith, director, Professional 
Division, State Department of Licenses, 
Olympia. 


be 


WISCONSIN 

Examinations January 12-14 at Madi- 
son. Applications must be filed by De- 
cember 29. Address A. G. Koehler, M.D., 
secretary, Board of Medical Examiners, 
46 Washington Blvd., Oshkosh. 

E. C. Murphy, D.O., Eau Claire, has 
been reappointed to the Board 
term of 4 years. 

Basic examinations December 
5 at 8 a.m.-5 p.m., Hotel Schroeder, Mil- 
waukee. Applications must be filed by 
November 27. Address Professor W. H. 


for a 


science 


Barber, secretary, Board of Examiners 
in the Basic Sciences, 621 Ransom St., 
Ripon. 
WYOMING 
Examinations February 1. Address 


Franklin D. Yoder, M.D., secretary, 

Board of Medical Examiners, New State 

Office Bldg., Cheyenne. 
H. E. Tunnell, D.O., 


Laramie, has 


been appointed to the Board of Medical 
Examiners for a term of 4 years. 
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REREGISTRATION OF OSTEOPATHIC 
LICENSES 


December 1—Oregon, $15.00. Address 
Mr. Howard I. Bobbitt, executive sec- 
retary, Board of Medical Examiners, 
609 Failing Bldg., Portland 4. 


December — District of Columbia, 
$2.00. Address Daniel L. Seckinger, 
M.D., secretary-treasurer, Board of Ex- 
aminers in Medicine and Osteopathy, 
Commission on Licensure, Room 44130, 
Municipal Building, Washington, D. C. 


December 31—Tennessee, $5.00. Ad- 
dress M. E. Coy, D.O., secretary, Board 
of Examination and Registration for 
Osteopathic Physicians, 1226 Highland 
Ave., Jackson. 

January—Alberta. No registration. Pay 
$10.00 a year membership in College of 
Physicians and Surgeons, Alberta. 


January—Connecticut, $2.00. 
Address Frank Poglitsch, D.O.,_ sec- 
retary, Osteopathic Examining Board, 
300 Main St., New Britain. 


During January — Minnesota, $2.00. 
Address Wallace F. Kreighbaum, D.O., 
secretary, State Board of Osteopathic 
Examiners, 2748 Hennepin Ave., Min- 
neapolis 8. 


During 


During January — Wisconsin, $3.00. 
Address Alvin G. Koehler, M.D., secre- 
tary, Board of Medical Examiners, 46 
Washington Blvd., Oshkosh. 


Prior to January 1—Arizona, not mare 
than $10.00. Address Russell Peterson, 


D.O., secretary, Osteopathic Board of 
Registration and Examination, 2747 E. 
McDowell Rd., Phoenix 22. 


January 1—California, $20.00 for resi- 


dents and nonresidents. Address Glen 
D. Cayler, D.O.,  secretary-treasurer, 
Board of Osteopathic Examiners, 1013 
Forum Bldg., Sacramento 14. 


January 1—Florida, $5.00. Address R. 
Philip Coker, D.O., secretary-treasurer, 
Board of Osteopathic Medical Examin- 
ers, 602 E. Fourth St., Panama City. 


January 1—Maine, $4.00. Address 
George F. Noel, D.O., secretary-treas- 
urer, Board of Osteopathic Examination 
and Registration, Monument Square, 
Dover-Foxcroft. 


January 1—Manitoba, $5.00. Address 
W. Kurth, D.O., secretary, Board of 
Osteopathic Physicians, 248 Moorgate 
Blvd., Deer Lodge, Winnipeg. 


January 1—Ontario, $10.00. Address 
D. G. A. Campbell, D.O., secretary, 
Board of Directors of Osteopathy, 2 
Bloor St. E., Room 22, Toronto 5. 


January 1—Saskatchewan, $30.00. Ad- 
dress Doris May Tanner, D.O., secre- 
tary, Board of Osteopathic Physicians, 
405 Sterling Trust Bldg., Regina. 

January 1—Texas, $2.00. Address M. 
H. Crabb, M.D.,_ secretary-treasurer, 
Board of Medical Examiners, 1714 Med- 
ical Arts Bldg., Ft. Worth. 


January 1—Utah, $3.00. Address Mr. 
Frank E. Lees, assistant director, De- 
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to the certainty of the surgeon’s touch, as they 
provide him with dependable, uniformly sharp 


and enduring cutting edges. 


B-P RIB-BACK SURGICAL BLADES are the 
result of meticulous care and fine craftsmanship 


in every detail of production. 


The ECONOMY in the purchase of B-P RIB- 
BACK SURGICAL BLADES is proved by their 


performance! 


Ask your dealer 
BARD-PARKER COMPANY, INC. 


Danbury ° 


And Rib-Backs packaged 
in the new RACK-PACK 
provide further economies 
in time and labor for the 
©. R. Personnel. Blades 
from RACK-PACK to 
sterilizer in a matter of 
seconds. 


partment of Registration, 324 State 
Capitol, Salt Lake City. 

January 31—British Columbia, amount 
of fee set at Annual Meeting of Council 
of College of Physicians and Surgeons 
of British Columbia. Address Lynn 
Gunn, M.D., registrar, Council College 
of Physicians and Surgeons of British 
Columbia, 1807 W. 10th Ave., Van- 
couver 9. 

Before February 1—Vermont, $3.00 
for residents, $2.00 for nonresidents. 
Address Charles D. Beale, D.O., secre- 
tary, Vermont Board of Osteopathic 
Examination and Registration, Mead 
Bldg., Rutland. 


Connecticut 


EXAMINATION BY NATIONAL BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday 
of each May and December at the six 
approved colleges. Application blanks 
may be obtained from the secretary or 
the dean of the college, and the com- 
pleted application blank, together with a 
passport photograph and check for the 
parts to be taken, must be in the secre- 
tary’s office by the November 1 or April 
1 preceding the examination. 

Examinations in Part I 
anatomy, including histology and embry- 


consist of 
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ae ee ee and solutions, as well as instruments. 
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ology; physiology; physiological chemis- in Part III are anatomy; physiology; 
try; general pathology; and bacteriology, pathology; osteopathic principles, thera- 
including parasitology and immunology.  peutics, and pharmacology; surgery; 
Part II consists of examinations in ophthalmology and otorhinolaryngology ; 
surgery, including applied anatomy, sur- obstetrics and gynecology; physical and 
gical pathology, and surgical specialties; clinical diagnosis; public health and com- 
obstetrics and gynecology; pediatrics; municable diseases. 
neurology and psychiatry; public health, The following Part III examinations 
including hygiene; medical jurispru- are scheduled: 
dence; osteopathic principles, therapeu- Philadelphia -.................... March 13-14 
tics, including pharmacology and materia _ Kirksville Sete March 13-14 
medica. Chicago - ecaedeae April 3-4 
Part III is an oral and practical ex- Los Angeles._.......................... May 1-2 
amination given in Philadelphia, Chicago, These are oral examinations which the 
Kirksville, and Los Angeles under the candidate may take after having satis- 
supervision of a chief examiner who is  factorily completed the first 6 months of 
a member of the Board and by a panel a 1 year internship in a hospital ap- 
of associate examiners. Subjects covered proved by the American Osteopathic 
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Association for intern training. Part III 
is given annually at the above named 
colleges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory com- 
pletion of Part I and of the first two 
quarters or trimesters of the senior year 
in an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1 year’s 
internship approved by the American 
Osteopathic Association. The internship 
requirement does not apply to candidates 
who took Part I prior to July, 1950. 

Application must be filed with the 
secretary of the Board not less than 
30 days prior to the examination dates. 
Address Paul van B. Allen, D.O., sec- 
retary, 1512 N. Delaware Street, In- 
dianapolis 2, Indiana. 


NUTRITION RESEARCH ... 
POTENTIALITIES IN CHRONIC 
DISEASE* 

By William H. Sebrell, Jr.. M.D.+ 


Health maintenance and constructive 
medicine—two emerging concepts in mod- 
ern public health—weigh heavily in any 
consideration of nutrition in light of our 
aging population and the increasing sig- 
nificance of chronic disease. 

We have made great strides against 
deficiency diseases, such as pellagra, beri- 
beri, rickets, and goiter. While perform- 
ing our day-to-day task of maintaining 
and extending these advances, we can 
now think in terms of constructive or 
optimum nutrition, with its implications 
for promoting healthful, productive lon- 
gevity. 

Aging, nutrition, and public health are 
directly related in various ways. Special 
feeding problems and nutritional needs 
of old people are of primary concern, 
and nutrition problems are commer in 
the treatment of chronic diseases, for 
example, when digestion is impaired 
Closely related is therapy by dietary 
means, as in diabetes and gout. Another 
—and fundamental—aspect is chronic 
disease research, a major objective of 
which is a_ better understanding of 
metabolism. 

In much of this effort, primary atten- 
tion is given to the complex interrela- 
tion of nutrients with enzymes, hormones, 
and other metabolic agents. Encourag- 
ing progress has been made, but our 
knowledge is still fragmentary and re- 
quires much supplementation. In other 


Reprinted from Public Health Reports, 
August, 1953. 


*Dr. Sebrell is director of the National 
Institutes of Health, Public Health Service. 
On June 22, 1953, he spoke before the Institute 
of Food Technologists at its 13th annual meet- 
ing in Boston on ‘*‘The changing age pattern of 
the American population, with its implications 
in the field of public health.” This is a portion 
of his paper—that dealing with metabolic in 
vestigations related to chronic diseases. The 
full text, with citations, is scheduled for publi- 
cation in Food Technology for September under 
the title of “Aging, Nutrition, and Public 
Health.” 
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research not directly concerned with 
nutrition, knowledge and techniques are 
being developed that can be readily ap- 
plied in the nutrition field. 


OBESITY AND CHRONIC DISEASE 

An important but little understood link 
between nutrition and chronic disease is 
obesity—a major problem called sharply 
to attention by actuarial experience, and 
now being investigated in several labora- 
tories. About a quarter of the adult 
population is sufficiently overweight to 
impair health. 

No better understood than the role of 
obesity in disease is the relation between 
obesity and the aging process. As we 
pass through the middle years, the per- 
centage of body fat usually rises, though 
the overall weight may remain the same. 
Thus, among groups of standard weight, 
fat may comprise only 10 percent of the 
body weight in younger men, as com- 
pared with 21 percent in older ones. The 
prevalence of obesity increases to about 
age 40 for men and 50 for women, and 
declines after age 60. This decline is due 
not only to loss of fat, but also to the 
loss of fat people. 

The fact that obesity is correlated 
with aging and chronic disease does not 
in itself imply a casual relation. Un- 
known etiological factors may be com- 
mon to these conditions. In various 
studies, however, caloric restriction has 
prevented cancer in mice, prolonged 
greatly the life of rats, and reduced the 
signs of diabetes in humans. Moreover, 
striking decreases in the incidence and 
severity of diabetes and hypertension 
accompanied undernutrition and loss of 
weight in certain European countries 
during both World Wars. It may rea- 
sonably be assumed then that practical 
advances against obesity would have far- 
reaching effects upon public health 

This problem is fertile for research. 
We should like to know, for example, 
what benefits in longevity accrue to the 
middle-aged person who reduces and 
maintains the reduction. We need clari- 
fication of the mechanism, psychological 
or metabolic, that leads to overeating. 
We should define the role of heredity—a 
primary factor in the obesity of certain 
strains of mice. And we may hope 
that such knowledge will improve means 
for controlling obesity public 
health programs. 


through 


FAT METABOLISM AND 
ATHEROSCLEROSIS 

This subject of obesity provides a point 
of transition to the role of fat metabo- 
lism in the development of cardiovascular 
diseases. Among these is atherosclerosis, 
the most serious form of hardening of 
the arteries, which causes 9 out of 10 
heart attacks and seriously disables hun- 
dreds of thousands of persons. This is 
a type of arteriosclerosis in which the 
lining of the artery thickens and pushes 
inward. Deposited cholesterol, a fatlike 
substance, is a part of this growth. 

Observations on patients following 
weight reduction have shown a decline 
in circulating cholesterol of the type 
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suspected in atherosclerosis. To what 
extend the lower cholesterol level is due 
to reduced fat ingestion rather than 
reduction of weight has not been deter- 
mined. 

Research on atherosclerosis is proceed- 
ing along many lines. Most investigators, 
however, work from the hypothesis that 
the body’s fat-handling system plays a 
part in the development of the disease. 
Not only have abnormal cholesterol- 
bearing molecules been found in_ the 
blood of sclerotic patients, but some 
animals on high cholesterol diets develop 
sclerotic lesions. 

Investigators at the National Institutes 
of Health recently identified a “clearing 
factor,” which diminishes the cloudiness 


1. Behrman, H. T., Combes, F. C., Bobroff, A, 
Leviticus, R.: Ind, Med, & Surg. 18:512, 1949. 

2. Turell, R.: New York St. J. M. 50:2282, 1950. 

3. Heimer, C. B., Grayzel, H. G., and Kramer, B.: 
Archives Pediat. 68:382, 1951 


of blood occurring after a fatty meal. 
In normal persons this conditions clears 
automatically within a few hours, but 
in others it persists, possibly leading to 
atherosclerosis. The clearing factor not 
only eliminates the cloudiness, but appears 
to break down the abnormal cholesterol- 
bearing molecules that are particularly 
suspect. 

The fact, however, that the 
readily synthesizes cholesterol from sim- 
ple, ever-present substances compels cau 
tion. Moreover, we do not yet know 
whether the dietary level of the sub- 
stance is of practical significance. Choles- 
terol metabolism involves such nutrients 
as choline, other B vitamins, and some 
amino acids; and various nutritional 
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deficiencies affect the deposition. For ficiency, on the other hand, induces liver 
persons with atherosclerosis, the best diet cancer in the rat. These observations 
known at present is a balanced one, such have no immediate practical value, since 


as normal people require. If other prob- the preventive diets abolish breeding 
lems, such as hypertension, are involved, capacity and choline occurs in a wide 
a special diet may be indicated. variety of foods. Such findings, how- 

CANCER AND NUTRITION ever, are important leads for further 


Cancer is another chronic disease in research. 
which the science of nutrition is con- In human beings, cancers already estab- 
tributing valuable information. Dietary lished have shown little response to 
manipulations have been shown to exert dietary alternations; but in animal ex- 
pronounced effects on cancer causation periments, alternate restriction and supply 
in animals. Caloric restriction prevents of a vitamin, such as riboflavin or panto- 
or delays the appearance of various thenic acid, has appreciably prolonged 
tumors; and restriction of certain amino life. Vitamin antagonists have produced 
acids gives similar results. Choline de- similar effects: in some children, chemical 
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antagonists to folic acid, such as amin- 
opterin, have been of temporary benefit 
in leukemia. Recent advances in leu- 
kemia concern certain pyrimidine com- 
pounds. When administered to animals, 
these drugs in combination with a folic 
acid antagonist appear to inhibit neo- 
plastic growth more than antifolics alone. 
For nutritionists, the exploration of such 
antimetabolites offers rich opportunities 
for extending knowledge of normal and 
abnormal growth. 


BONE AND JOINT DISEASES 


The study of arthritis, the principal 
crippling disease, has been hampered by 
lack of a method for producing the dis- 
ease in experimental animals. Recently, 
however, several investigators have pro- 
duced arthritic changes by dietary means. 

At Washington University in St. Louis, 
a condition resembling osteoarthritis was 
induced in mice of a highly inbred strain. 
A high fat diet was fed to one group, a 
high protein diet to another. The mice 
that received the fat-enriched diet showed 
an acceleration of skeletal aging and 
an increased incidence of osteoarthritis, 
whereas protein enrichment retarded 
aging of the joints and delayed the onset 
of joint disease. 

Other groups of workers, one at Kan- 
sas City College and another at Cam- 
bridge University, report a disease in 
vitamin-C-deficient guinea pigs that re- 
sembles rheumatoid arthritis. It is inter- 
esting that these joint changes can be 
prevented with cortisone. 

A recent advance now being applied 
clinically concerns osteoporosis, a brittle 
condition of the bones due to decalcifi- 
cation. It is primarily a disease of the 
aged, but may occur at any age as a late 
phase of arthritis. At the Russell Sage 
Institute of Pathology, osteoporosis is 
being treated successfully with the metal 
strontium. After maximum calcium stor- 
age, strontium can still be stored in the 
bones. Maximum retention of both 
minerals is achieved with the aid of 
auxiliary agents—vitamin D and sex hor- 
mones. This, as well as the fact that 
osteoporosis often results from ovarian 
insufficiency, clearly suggests a relation 
between nutrition and hormones for 
which we have no explanation. 

Nutrition science, using new biochemi- 
cal approaches, offers much promise 
against diseases of the bones and joints 
Even the study of an inorganic nutrient 
such as calcium presents attractive possi- 
bilities. The skeleton is now regarded 
as a living tissue, particularly in view 
of tracer studies showing that calcium 
enters and leaves the skeleton with con- 
siderable rapidity. Little is known, how- 
ever, about the regulation of calcium 
metabolism. How, for example, is cal- 
cium mobilized to the area of a tubercu- 
lous lesion? In leprosy, though a bacterial 
disease, why do entire bones sometimes 
disappear as a result of resorption? 
Explanation of such metabolic disturb- 
ances could aid in the prevention of 
arthritic deformity. 
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RESEARCH FOR OPTIMUM NUTRITION 

Nutrition science has made great 
strides in the past, but the opportunities 
for further progress are limitless. Long- 
term investments in fundamental re- 
search represent an approach historically 
proved to offer the best returns in the 
long run. There is a constant exchange, 
of course, between basic and applied 
science. Research in nutrition, applied 
as well as fundamental, will help work- 
ers throughout the world in promoting 
health and long life. 


\ constructive approach requires that 
we strive to attain, and to maintain. 
optimum health while repairing damage 
Fortunately, the population as a whole 
has lost much of its complacency concern- 
ing nutrition. Food technology, through 
fortification, 
palatability of 
innovations, is a major aspect of the 
public health approach through which 
the need for specific nutritional therapy 
may some day be eliminated. The human 
remarkably adaptable, and in- 
abnormalities of digestion and 
lead to compensatory 
Unfortunately, how- 


availability 
and other 


food increased 


and foods, 


hody is 
herent 

metabolism 
dietary practices. 
ever, the contrary is frequently the case; 


may 


selection and consumption of food often 
obey a misleading appetite, and the re- 
sult damage and 


may be disease. 


Nutrition science is only beginning its 
venture into gerontology and the major 
chronic diseases. Whether substantial 
contributions are achieved in the 
future depends largely on the coopera- 
tive efforts of many individuals and 
groups. No longer is scientific progress 
by lone investigators the rule, as in the 
days of Pasteur and Ehrlich. Many 
disciplines must coordinate their attack. 
Nutrition research and theory must be 
converted to food therapy, nutrition 
knowledge, to public health gains. 


near 


HEALTH OF TEEN-AGERS* 


The teens are the healthiest years of 
life. During those years the frequency 
of disabling disease and the time lost be- 
cause of illness are at a minimum. The 
teen ages follow close after the age of 
lowest mortality, and the death rate re- 
mains relatively low, though rising 
steadily. 

Within the teen-age period the rise in 
the death rate is continuous, but much 
more rapid for boys than for girls. Thus, 
in this insurance experience, which re- 
lates to 1952, the death rate among 
males doubled between ages 13 and 19 
vears, the rate rising from 0.64 to 1.31 
per 1,000; however, the rate among fe- 
males increased by only one half—from 
0.37 to 0.56 per 1,000. As a result of 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, August, 1953. 
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these changes, the excess of male over 
female mortality increased from about 
75 percent near the beginning of the 
teen-age period to 133 percent at its end. 
In this comparison, Korean battle deaths 
among teen-age males were excluded. 
Deaths from violence — chiefly acci- 
dents — constitute the major threat to 
teen-age life. For both sexes, the chance 
of accidental death rises steadily through 
the teen-age period, but the hazard is 
much greater for boys than for girls. 
Thus, in 1950-1952, the death rate from 
accidents for girls doubled from ages 
13-14 years to 18-19 years, when it 
reached a level of 14.7 per 100,000. 
Meanwhile the death rate for boys al- 


most tripled over the same age range, 
reaching a level of 85.7 per 100,000 at 
ages 18-19 years. About one fifth of the 
accidental deaths among these older teen- 
age boys occurred in military service. 


The importance of accidents in the 
total mortality at these ages is also evi- 
dent in their ratio to deaths from all 
causes. Among boys this ratio rises from 
somewhat less than one half at age 13-14 
years to almost two thirds at ages 18-19 
years. For girls the ratio rises from one 
fifth at 13-14 years to more than one 
fourth at the later teen ages. 


Motor vehicle fatalities are the leading 
cause of accidental death among teen- 
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agers and increase rapidly in relative 
importance during this period of life. At 
ages 18-19 years motor vehicle accident 
fatalities accounted for almost two thirds 
of all accidental deaths among boys and 
for about four fifths of those among 
girls. In fact, for teen-age girls the 
mortality from other types of accidents 
was quite small. 

Among teen-age boys, drowning ranked 
second among accidental deaths through- 
out the period, the death rate rising 


steadily with age. Firearms was the 
third ranking accidental cause of death 
among boys. The entry of 18- and 


19-year-old boys inte economic life is 





from 


reflected in their mortality 
pational accidents, which accounted for 


occu- 


more than one tenth of all accidental 
deaths among those in civilian life. 


Even at the teen ages, there are 
emotional strains which may lead to 
suicide. During these years, the sex 


difference in the suicide rate is striking, 
and the figures rise steadily with age. 
At ages 18-19 years, the rate for boys 
is 3.7 per 100,000—three times that for 
girls. 

Violent deaths are primarily responsi- 
ble for the large excess of male over 
female mortality from all causes at the 
teen ages. When the record for disease 
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the difference in 
death rates between the sexes is rela- 
tively small. It also becomes evident 
that much of the rise in death rates with 
age is due to the violent causes. Equally 
impressive are the extremely low death 
rates from the principal diseases. 


alone is considered, 


The leading cause of death from dis- 
ease throughout the teen-age period is 
cancer and other malignant tumors, 
these accounting for about one fifth of 
the deaths from natural causes in each 
age and sex category. Leukemia, the 
major condition among the malignancies, 
was responsible for one half of these 
deaths at ages 13-14 years and for about 
one third at ages 18-19 years. Ranking 
next in importance to the cancer group 
diseases of the heart, including 
rheumatic fever; for these diseases, the 
death rates rise steadily with age. Tu 
berculosis is now relatively unimportant 


are 


as a cause of death among teen-agers, 
except among girls at 18-19 years, where 
it accounts for about one ninth of all 
deaths from disease. Currently, acute 


outranks tuberculosis in 
the mortality picture at the earlier teen 
ages. 


poliomyelitis 


The recent tendency toward early 
marriage and parenthood has _ brought 
the health problems of family life to 
an increasing proportion of teen-age 


girls. 
about 


About one third of our brides and 
fourth of the mothers bear- 
ing a first child are less than 20 years 
old. Almost 6 percent of the deaths 
among 18- and 19-year-old girls in the 
insurance experience were due to preg- 


one 


nancy and childbirth. 

The record shows clearly that most 
of the immediate threats from disease 
to the lives of teen-agers have been 


Nevertheless, a number of 
important health problems still remain. 
Relatively, the problems of mental and 
emotional adjustment of teen-agers 
larger than ever before. Many 
difficulties arise because of the complex 
and rapid changes that occur in this 
period of life. During these years spe- 
cial attention must be given to health 
habits. A high proportion of teen-agers 
have poor teeth and defective 
with need for remedial measures for 
both conditions. Many youngsters, par- 
ticularly girls, show the effects of poor 
dietary habits. 

The high toll of fatal accidents among 
teen-agers presents special problems. It 
is common for them—especially the boys 
—to take undue risks. However, they 
can be taught the lessons of caution and 
safety in a program in which the home 
and the school join with other com- 
munity agencies. The problem of teen- 
age motor vehicle accidents is particu- 
larly acute, requiring special measures. 
A prime need is more widespread in- 
struction in automobile driving during 
the high school years. Adults have a 
contribution to make also, by setting 
good examples to teen-agers with regard 
to careful driving habits and to proper 
attitudes toward highway rules and 
regulations. 


removed. 
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THE DEVELOPMENT AND EVALUA- 
TION OF CANCER DIAGNOSTIC 
TESTS* 


By John E. Dunn, Jr., M.D., and Samuel W. 


Greenhouset 


Any attempt to bring the majority of wherever 
human cancer cases to clinical recogni- Codeine + APC 
tion in a curative Stage, at least until 
new therapeutic methods are established, is indicated 


involves the ability to recognize the dis- 


: “eee ® 
ease in an asymptomatic individual. 
Searching the general population for un- 


suspected cancer using clinical proce- 
. TABLETS* 
dures has been explored through cancer FOR PAIN 


detection centers, but has been found Provides faster, longer-lasting, and 

to be impractical because of the inade- more profound pain relief. Obtainable on 
sais P - , ° = - “ , prescription. Narcotic blank required. 
quate capacity of such facilities and the 





uliathiial : , sie caienaneiiiaians *Saits of dihydrohydrexy 
relatively high cost per examinee. Pe ay sy 


The need for a procedure to indicate : 
the existence of unsuspected cancer has Literature? Just write to 
led to many attempts over the years to ENDO PRODUCTS INC., 
devise a laboratory procedure that would Rehmend 68 26, .v. 
show whether or not an individual is 
harboring a cancer. These procedures 
have usually taken the form of chemical, 
biological, physical, or immunological 
measurements @n readily available hu- 
man materials such as blood, urine, and 
exudates, or of skin tests 

\ priori it can be said that the possi- 
bility of developing such a diagnostic 
test for a disease is dependent on unique 
and specific substances produced by or 
as a result of the disease, which can be 
measured by laboratory procedures; or 
by quantitative changes in normal body 
constituents that are more or _ less 
uniquely associated with a specific dis- 
east Various immunological tests for 
acute infectious diseases are classical 
examples of the former, and the glyco- 
suria associated with diabetes mellitus, 


of the latter. Unfortunately, cancer re- 
search has not as yet demonstrated 
well-established qualitative changes, 
either in cancer tissue as such, or in 
the host organism supporting the cancer- 
ous growth. Quantitative changes are 
known to occur in cancer tissue as com- 
pared to the corresponding normal tissue. 
Also, there are quantitative changes in 
the kost, but these changes are not 
uniquely associated with cancer. The 





question, then, becomes one of whether 
a proposed diagnostic procedure based 
on empirical observation is perhaps 
founded on a mechanism that is vet 
unknown or not fully elucidated in the 


: “ape ties gg e 3 In general, attempts to find a diag- a loosely coordinated program was de- 
mass 01 — research knowledge, - nostic test for cancer have been met veloped in which the five university 
whether the known qQuaskstative host with an attitude of pessimism since the groups looked to the cancer control 
changes, singly or in combination, might body of cancer research knowledge has branch of the National Cancer Institute 
mot serve as @ means of distinguishing apparently not yet established a firm for liaison and technical assistance in 
cancerous from normal individuals and basis for development of such a test. the analysis of data. The five groups 
from those with other diseases. , 


On the other hand, those faced with carrying on this work are under the 
- - the urgent demand that something be direction of: 


accomplishec Oo » reduce : -an- : ? >ss 

Reprinted from Public Health Reports, Sep weet lishe I now tt reduce human cam Dr Stuart W Lippincott, professor of 

tember, 1953 cer mortality are confronted with the pathology, University of Washington Medical 

; necessity of taking calculated risks. School, Seattle, Wash 

seen —_. direc <a - —_ eeehenalt Gane In 1948, several university groups in- Dr. F. Homburger, director, cancer research 

rogram o e control branch, Nationa an - . ‘ A > a . . 

cer Institute, National Institutes of Health dicated an interest in exploring proposed and Tete: = Mea yey — ras 
_ < . ¢ x . . . gery, ufts ollege Medical School, oston, 

Public Health Service, from 1948 until his cancer diagnostic tests to determine their Sane 
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of Pathology, University of Tennessee Medical 
School, Memphis, Tenn. 

Dr. Robert E. Stowell, professor of pathol- 
ogy and oncology, University of Kansas Medi- 
cal Center, School of Medicine, Kansas City, 
Kans. 

The principal aims of this program 
were: 

1. To determine whether any of the 
many diagnostic tests for cancer pro- 
posed in the past meet the original claims 
made for them by their developers when 
carefully evaluated by another labora- 
tory. 

2. To follow up any leads in basic 
biological, chemical, or biochemical re- 
search bearing on the diagnostic prob- 
lem and possibly leading to the deveiop- 
ment of a test. 


Additional purposes served by this 
program, purposes that were made ap- 
parent only after the program had been 
under way, were: 

1. To provide a much needed statisti- 
cal methodology in order to unify and 
make comparable different evaluations of 
the same test and also evaluations of 
different tests. 

2. To utilize the experience and facili- 
ties of the participating groups to evalu- 
ate tests developed currently. 

3. To obtain leads meriting further 
investigation resulting from the analysis 
of data collected by the various groups. 

The purpose of this paper is to de- 
scribe the accomplishments of _ this 
Much 


program in fulfilling these aims. 
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of what follows has already been said 
or reported elsewhere; the remainder is 
new. 


METHODOLOGY 


In order to evaluate the practical use- 
fulness of cancer diagnostic tests, the 
performance requirements for a_ useful 
test must first be decided upon. Since 
the primary objective was a test that 
would indicate the probability of unsus- 
pected cancer, the requirements of a 
case-finding or general population screen- 
ing test were given primary considera- 
tion. Criteria were and a 
statistical method for analyzing data on 
the basis of these criteria was devel- 
oped (17). It was realized that a test 
would have other uses as well, such as 
for differential diagnosis in a diseased 
individual. Evaluation studies, therefore, 
included patients with diseases other 
than cancer. However, it appeared rea- 
that a test that would 
distinguish satisfactorily between indi- 
viduals apparently free of and 
those with cancer could not distinguish 
the latter from 
viduals. 


pre pe sed 


sonable not 


disease 


other diseased indi- 


Most of the general tests proposed to 
detect the presence of cancer are blood 
tests, based on the principle that some 
factor, for example, the blood proteins, 
enzymes, or an immunological agent 
capable of reacting with an antigen, ap- 
pear in the blood serums of cancerous 
individuals and either are lacking or are 
quantitatively different from that in the 
hlood serums of normal individuals. 
Measurement of this factor in a group 
of normal individuals and in a group 
of individuals with known cancer, in 
most cases, gives rise to a continuous 
variable more or less symmetrically dis- 
tributed about a modal value which 
differs in the two groups. To make this 
process a diagnostic procedure it is 
necessary to select one value of the 
variable, the so-called critical value, to 
serve as the dividing point for future 
tests. If a person’s measurement, say, 
exceeds the critical point, he would be 
classified as positive; if it falls below, 
he would be called negative. (In the 
past we have stressed the fact that no 
single test can do more than result in 
these designations and only provides 
evidence that a person called positive 
has some probability of having the dis- 
ease. It is only after a person so 
classified has undergone clinical study 
that cancer can be diagnosed.) Once the 
critical point has been selected for any 
set of data, it becomes possible to refer 
to two measures inherent in the test, 
namely, the proportion of false negatives 
(sensitivity) and the proportion of false 
positives (specificity). These measures 
are completely dependent upon the choice 
of critical value and, in fact, vary as 
the critical point varies. We illustrate 
this in the following tabulation, based 
on an evaluation of the Huggins iodo- 
acetate index by Homburger and asso- 
ciates (2). 
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from broad capillary bed... 


The implications in analyzing evalua- 
tions of diagnostic tests are clear. Con- 
trary to past experience, an evaluation 
must not adhere blindly to the same 
critical value reported by the originator. 
The investigator must find the critical 
value that will give either the same 
specificity or sensitivity as that obtained 
by the originator and then compare the 
remaining measure. For example, if, 
from the previous table, one were to 
advocate the Huggins iodoacetate index 
because it gave 24 percent false nega- 
tives for 20 percent false positives, 
then the purpose of an evaluation is to 
confirm that this procedure gets 24 per- 
cent false negatives for 20 percent false 
positives. The investigator evaluating 
the test collects his own data and at- 
tempts to reproduce the biological and 
chemical aspects of the procedure as 
carefully as he can. Often biases exist 
but, even if they did not, characteristics 
of the distribution, such as the critical 
point giving 20 percent false positives, 
are subject to sampling variation. (Our 
experience has been that consciously or 
unconsciously the investigator makes 
some modification in techniques and that 
sampling variation is small compared to 
these biases.) Thus, if the investigator 
were to seek out the value 68 as 
his critical point because the originator 
used this value, he might find 35 percent 
false negatives and 15 percent false posi- 
or any other proportions. On this 
he would conclude the original 
report has not been verified. What, in 
fact, he should find the critical 
value giving him, say, 20 percent false 
positives and then determine the percent 
of false negatives for this critical point. 
If this turns out close to 24 percent or 
less, the evaluation confirms the original 
report; if it is considerably higher, then 
the investigator rejects this test 
on the way he performed it. 


tives 
basis 


do is 


based 


The two essential points in an evalua- 
tion program are, therefore: 

1. Two sensitivity measures must be 
compared where each is obtained for a 
fixed specificity (or the converse). 

2. The critical value to be found in 
determining the sensitivity is itself de- 
termined by the given specificity. 

Costs of examination and incidence of 
cancer such that it was 
no screening program for cancer could 
tolerate more than 10 percent false nega- 

[ 5 percent 


are reasoned 


for at most 5 false 
tives. These criteria need not be followed 


tives posi- 


if one searches for a diagnostic test to 
be used for other purposes, such as 
differential diagnosis 

EVALUATION OF TESTS 


\ considerable number of reports have 
thus far been published as a result of 


the cancer diagnostic test evaluation 
program. A list of these reports, classi- 
fied according to type of substance being 
measured, appears as an appendix to the 
most recent publication, a monographic 
collection appearing as Evaluation of 
Cancer Diagnostic Tests, Public Health 
Monograph No. 12. In addition to tests 
on which reports have been published, 
several tests were evaluated by the vari- 
ous groups at the request the Na- 
tional Cancer Institute and other institu- 
tions. 


ol 


being 
which 


These tests 


for 


represented 
developed currently and 
large-scale evaluation 
order to reject them 
several 


no 
was necessary in 
On the other hand, 
the last 5 
and 


reports 


announced in 
years were evaluated fully 
were published. 


tests 





Unfortunately, as reference to these 
publications will show, none of the pro- 
cedures evaluated has been judged capa- 
ble of discriminating between individuals 
with cancer and those without cancer to 
any reasonably high degree. 


For a cost 


of 5 percent false positives among pre- 
sumably normal, healthy individuals, 
these tests, as evaluated, detected as 


from 10 about 75 
percent of known cancer patients, with 
the majority ranging from 40 
to 60 percent. For the most part, 
tests also found as positive from 25 per 
cent to 50 percent of patients with dis 
other than But 
from the view of 
the 


poor 


positive percent to 
percent 
these 


eases cancer more 


serious point of 
fact that 


results 


screening is these tests 


gave rather among known 
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cancer patients with well-established dis- 
ease. Presumably, if groups of indi- 
viduals with very early cancer were 
available, these tests would detect as 
positive still smaller proportions. 
EVALUATION AND DEVELOPMENTAL 
FINDINGS 

Although results have been negative in 
the search for a general test for cancer, 
all of the participating groups are con- 
tinuing in some developmental field of 
their own. In some cases, investigation 
is being made into the diagnosis of can- 
cers of specific sites; in otherg, work is 
being continued on those general tests 
which a group thought promising. Every 
group is doing research into the develop- 
ment of its own procedure, both on the 
laboratory and clinical level. 

All participants have concluded from 


85% of diabetic patients over 40 
have been found to be overweight 
to some degree. 

60% were 20% or more over- 
weight. 25% more were moder- 
ately overweight.' 


The Knox Unflavored Gelatine Diet attacks 
the problem of obesity in diabetics on six 
different fronts: 

1. All protein—no sugar, it provides a high 
protein base and supplement for a low- 
calorie weight control diet. 

Its high amino acid content aids in main- 
taining nitrogen balance of tissues. 

It helps protect tissues from protein 
drain possible in low-calorie diet. 

It can increase metabolism as much as 
20% above base levels.2.3 

It offers a wide choice of foods that look 
good to eat and are good to eat. 

6. It does away with that “always hungry” 
feeling through satisfying bulk. 

In a high percentage of diabetics, reducing 

the weight to normal by adhering to a low 

fat, high protein diet can hasten the return 
to normal glucose tolerance, and reduce or 
even obviate the need for insulin. Diabetics 
can enjoy a delicious, yet correct diet of 
appetizing Knox Gelatine foods including: 
S 


oups — hot or chilled 
Salads — appetizing aspics 
Salad Dressing — low calorie 
Main Course Molds — meat, poultry, fish, 
vegetables 
Desserts — sponges, custards, molds 
Knox Gelatine Drink — concentrated pro- 
tein of gelatine in water, juices or milk 
Write for Diabetic Diet 
booklets and Knox's ‘‘Eat 
and Reduce Pian” recipe 
book. All recipes use non- 
calorie sweeteners, such as 
saccharin or cyclamate so- 
dium, NNR Sucaryi. Knox 

Gelatine Co., Johnstown, N.Y. Dept. 

. George F. Baker Clinic and Metropolitan Life 
Insurance Company: Diabetes in the 1940's, 
New York, 1940. Metropolitan Life Insurance 
Company Press, 1940. 

. Abel, M. S., Am. J. Med. Sci. 205 :414 1943. 

. Lewis, T., Vascular Disorders of the Limbs, 
p. 50, Macmillan, 1936. 

. Armstrong, D. B., et al., J.A.M.A. 147 :1007, 
1951. 


Knox Gelatine U.S. P. 
Ni Protein ; 
No Sugar 


To protect your patients, 
have them ask for 
KNOX specifically. 


Available at grocery stores in 
4-envelope family size and 
32-envelope economy size packages. 





their evaluations thus far that much has 
yet to be learned about the relationships 
to the cancer process of those factors 
which these tests purport to measure. 
The awareness and the need of a greater 
understanding of the effects of this proc- 
ess on the biochemistry of the individual 
are evident in the report on the Proceed- 
ings of the First Conference on Cancer 
Diagnostic Tests (3). The very purpose 
of this conference, sponsored by the Na- 
tional Cancer Institute, was that “ 
further developmental research in the 
cancer diagnostic test field should be 
stimulated.” 


It would appear that one reason these 
tests have failed is the lack of specificity 
in the factors assumed to be changed by 
cancer. Generally, these factors seem to 
be affected by many disease processes. 
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In fact, they are found to vary among 
normal individuals. This raises some in- 
teresting questions concerning the con- 
cept of a diagnostic test (see paper by 
Toennies in reference 3). Given that 
normal individuals really differ with re- 
spect to a given factor, does the single 
individual’s test value vary with respect 
to time or does it remain relatively 
stable? If it does change with time is 
this variation random around some true 
value and, if so, how does it compare 
with the variation among _ individuals? 
If it is relatively small then obviously if 
an individual’s test value begins to in- 
crease progressively over time, he 
should be suspect even if his test values 
are not above the critical point (assum- 
ing cancer values are on the average 
larger than normal values). However, 
before such serial testing on an_ indi- 
vidual basis can be of use, much data 
must be gathered to answer the above 
questions on variation 
PRESENT AND FUTURE 
DEVELOPMENTS 

As indicated earlier, the various lab- 
oratories that have been engaged in 
diagnostic evaluation have continued in- 
vestigating certain procedures that still 
appear to hold some promise, and are 
exploring developmental possibilities that 
have attracted their interest. The former 
includes further work with a serum 
flocculation reaction that has undergone 
additional development since originally 
reported; exploration of fluorescence 
phenomena observed in the blood from 
cancer patients; polysaccharides of 
serum that are augmented in cancer pa- 
tients; and use of several serum protein 
determinations in combination. Develop- 
mental investigations by these groups 
include investigations into a_ sensitive 
means of detecting abnormal steroid in 
the blood or urine; a complement fixa- 
tion test; a study of the factor responsi- 
ble for liver catalase reduction in can- 
cer; and a measurement of 
prostatic acid phosphotase. This last has 
been developed to the point where sev- 
eral laboratories are evaluating it as a 
means of diagnosing premetastatic pro- 


specific 


static cancer. 
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A REVIEW OF POLLENOSIS 
AND THE ROLE OF WEEDS* 


By W. C. Spain, M.D.+ 


The term “weed” and the term “al- 
lergy” not only are difficult to define but 
are vague, indefinite, elastic, and subject 
to wide variations in interpretation. An 
agreement upon the concept of these 
two expressions is essential to any re- 
marks that may be made upon them. 


When does a plant become a weed? 
What is a weed? One’s point of view 
would have something to do with reach- 
ing a decision. The overgrown vegeta- 
tions of the tropics, rank and common- 
place, become rare and pleasing exotic 
plants elsewhere; the goldenrod, an an- 
noyance to the farmer, may appear as a 
colorful attractive flower to the urban 
dweller. It would seem that a plant 
becomes a weed when its nuisance value 
outweighs its esthetic or economic worth 
to man; when its lustiness and vigor, 
despite its beauty of form or flower, 
permit it to crowd out more delicate 
and more desirable plants; or when its 
noxious qualities make it a threat to the 
well-being of man and animal. On the 
basis of their being specific hazards to 
his own health, the allergic individual is 
inclined to group as weeds many addi- 
tional plants which actually are of value 
in the general economy and are attrac- 
tive and harmless to the majority of the 
population, but to him 
disturbing. 


are decidedly 

The person suffering from an allergic 
malady is a_ peculiar individual, due 
largely to the fact that his symptoms are 
caused usually by a maladjustment to 
his physical environment rather than by 
any bacterial invasion of his body by 
infection. His ailments result from ex- 
posure to commonplace substances with 
which all persons are equally in contact. 
Although exposed to these substances to 
a degree no greater than are other mem- 
bers of the general population, his symp- 
toms are prompt, severe, incapacitating, 
and place in the role of a major offender 
with great etiologic importance such an 
ordinary and usually harmless agent as 
the ever-present weed. 

HEREDITY A FACTOR 

This tendency to react with marked 
discomfort to his surroundings is hered- 
itary. It is a family trait transmissible 
from a member of one generation to 
that of another, apparently governed ac- 
cording to the laws of dominance that 
Gregor Mendel found operative in his 
study of the transmission of traits of 
the sweet pea. It is important to remem- 
ber that the feature which is inherited 
is the capacity of the allergic individual’s 


“Reprinted from Public Health 
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tissue cells to become extremely irritated 
or sensitized in a specific manner. The 
well-developed clinical allergic complaint 
itself is not inherited, its form being in- 
fluenced greatly by the exposures and 
contacts in the individual’s environment. 
Hay fever, rhinitis, bronchial asthma, 
bronchitis, and dermatitis (urticaria and 
eczema) are examples of allergic mal- 
adies caused by this cell sensitization. 
The tendency to an allergic condition 
may be manifested in a parent as hay 
fever, in the child as an entirely different 
ailment such as bronchial asthma. 


THE ROLE OF PHAGOCYTOSIS 
Nature has provided a clearing mech- 
anism for protecting man from the irri- 
tation of foreign substances passing into 
his system by absorption through the 
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respiratory and 
and the skin. 
naturally 


gastrointestinal tracts 
These foreign substances, 
and normally present, are in 
the air we breathe as are pollens, dusts, 
animal danders; in the food we eat; in 
plant resins with which the intact skin 
comes into contact. Upon being absorbed 
into the body, such substances are at- 
tacked by tissue cells especially equipped 
for the purpose of neutralizing and dis- 
posing of any invading foreign material 

This process is completed without 
harm to the normal individual or his 
tissue cells, and without apparent detri- 
mental after-effects such as the develop- 
ment of allergic symptoms. In 10 per- 
cent of the population, however, this 
special protective mechanism or phago- 
cytosis does not end with this normal 
activity of disposing of foreign matter 
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The mechanism, often through hered- 
itary influences, extends beyond this, be- 
coming exaggerated and overcompensat- 
ing. Enormous increases in the number 
of the defensive tissue cells or a great 
enhancement of their protective activities, 
or both, are stimulated by their contacts 
with the foreign substances. Such cells 
are equipped to produce a prompt and 
vigorous attack upon the reinvading for- 
eign substance. This activity is responsi- 
ble for the toxic materials 
which cause the severe, often incapaci- 
tating allergic symptoms. 


release of 


Individuals whose tissue cells are thus 
sensitized to intense activity upon 


posure and re-exposure to foreign sub- 


esx- 


stances are termed allergic, and their 


symptoms tiay assume a variety of 





forms such as those of hay fever, bron- 
chial asthma, or of allergy of the gastro- 
intestinal tract or skin, depending upon 
the body area in which occurs the 
greatest degree of sensitized cell activity 
Urban dwellers and rural workers, child 
and adult, of all races are affected. The 
foreign materials, the causative agents, 
are many and varied, but are usually 
airborne as pollens, dusts, or ingestible 
substances such as foods and drugs. 


AIRBORNE 

Of major 
plant pollens drawn into the respiratory 
tract in the inhaled air. The 
sticky type of pollen which tends to 
immobile unless transported by the bodies 
and wings of visiting and 
is rarely the fever. 


POLLEN 


importance are airborne 


heavy, 


re 


bees 


The 


insects 
hay 


cause of 
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colorful, attractive, often scented blos- 
such the the daisy, 
or goldenrod, designed to lure these car- 
rying agents, are harmless unless cut 
and brought indoors where they dry, 
allowing their pollens to permeate the 
closely confined atmosphere of the house 
The airborne pollens of the plants with 
inconspicuous, noticeable blossoms 
are the usual cause of hay fever. Pro- 
duced in tremendous excess, buoyant and 
widespread, these pollens are responsible 
for the distress of thousands of per- 
sons with hay fever and with bronchial 
asthma. 


soms as of rose, 


less 


Not all types of airborne pollen are 
hay fever and asthma producers. Over 
the past four decades it has been the 
goal, seemingly impossible, of allergist 
and of botanist to discover in all the 
wealth of vegetation the particular of- 
fenders, and to identify the plants whose 
pollens produce allergic symptoms. In 
this the investigators were aided by two 
tremendously important facts; the first, 
that the skin cells of the allergic patient 
share the sensitization found in other 
types of tissue cells; and the second, 
well known to you, that there has been 
established by nature a _ reliable, de- 
pendable schedule of pollination charac- 
teristic of each plant, a schedule influ- 
enced but slightly by climatic or weather 
variations. 
THE SKIN TEST 


AND POLLEN COUNT 


The skin test is the great diagnostic 


aid which identification of the 
patient with hay fever also deter- 


enables 
and 
mines the specific, exact pollen causes 
important in his case. Upon exposing the 
cells of the skin by puncture or scarifica- 
tion procedures to minute carefully esti- 
mated amounts of extracts of the var- 
suspected 
will 
sites tested with the pollens to which the 
Within a 
few minutes itching, flushing, and swell- 
ing of the skin the 
development at the test site of a wheal 


pollens, characteristic 


but 


10us 


changes occur, only at those 


patient’s cells are sensitive. 


will occur, with 
or small hive, which persists for 15 to 20 
minutes, then disappears. This 
and delicate. It 
the investigator not only to identify the 


test is 
very specific enables 
particular offending pollens, but also to 
the of 
present in the individual to each specifi- 
cally offending pollen, a matter of great 
variability 


determine degree sensitiveness 


from patient to patient, and 
from pollen to pollen. 

Well known to the patient suffering 
from a pollen allergy is the period with- 
in which his symptoms occur. The sea- 


sonal limits of onset and offset of his 


discomforts are relatively constant from 
year to year, provided he continues to be 
in the same environment. By comparing 
the period of suffering with the pollina- 
tion period of various plants producing 
airborne pollen, the investigator is en- 
abled to the list of 


narrow possible 
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causes in each patient’s problem. The 
individual with hay fever occurring from 
mid-August to October is immediately 
suspected of being a victim of ragweed 
pollen, since its pollination period coin- 
cides with the patient’s time of discom- 
fort. 


Additional useful information regard- 
ing pollen allergy may be obtained by 
comparing the patient’s daily fluctuations 
in the degree of severity of his symp- 


toms with the daily census of his 
specifically disturbing pollen as_ influ- 
enced by variations in weather condi- 
tions. A daily count of the pollen 


trapped upon an adhesive coated slide, 
exposed for constant periods, will pro- 
vide the information upon the rate of 
pollen production. Thanks to their char- 
acteristic appearance microscopically, a 
classification can be made of those pol- 
lens most prevalent. Ragweed pollen has 
been made the object of special study. 
The New York State Department of 
Health has thus been able to determine 
areas in the Adirondack Mountains rela- 
tively free of this weed, and has pre- 
pared a valuable list of these for 
ragweed sufferers (1). New Jersey (2) 
and the city of Detroit (3) 
active pollen surveys, and according to 
information supplied by 


sponsor 


the division of 


laboratories and research, New York 
State Department of Health, New 
Hampshire and Maine also’ conduct 


these surveys. 


The lists of weeds and plants which 
cause hay fever are known through the 
highly successful efforts and zealous co- 
operation of the botanist. Field studies 
and pollen surveys, the collection of pol- 
len from suspected plants, and its sub- 
sequent testing by the allergist upon 
pollen victims has yielded an ever-grow- 
ing mass of information. Throughout 
the years important data has been col- 
lected in all areas of the United States, 


the Central and South American Re- 
publics, England, and other European 
countries. Two of the most valuable 


reference volumes upon the hay fever 
producing plants of the United States 
are that of Wodehouse (4), and Dur- 
ham (8). 


(To be concluded in the December Journar) 
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Drive, S. E., Grand Rapids 6, Micn. 
F arquharson, Lois June, from Boston, 
to 1412 Westheimer Road, Houston 6, 
Feist, John P., from Kansas City, Mo., 
Leavenworth Road, Bethel, Kans. 
Flannery, William A., from Marietta, 
Osteopathic Hospital of ansas 
E. 11th St., Kansas City 6E, Mo. 
Frantzich, Otto A., COPS ’52; 2101 
ve., Los Angeles 27, Calif. 
Frappier, Robert E., from Flint, 
S. Mill St., Clio, Mich 
Furey, Edw ard, from Kansas City, 
4335 Ocean Drive, Lauderdale-By- 
Fort Lauderdale, Fla. 
Gafford, Nathaniel B., 
Texas, to Box 337, 
Galutia. Paul R., 
134 S. Main St. 
Gibson, Richard, 
to Osteopathic 
field, Kans. 


Enloe, Marvin L., 
209 Madison Ave., 
Road, 


Texas, to Grand 
1225 Lake 


Mass., 
Texas 
to 7548 


Ohio, to 
City, 926 


Hillhurst 
Mich., to 201 


Mo., t 
rhe-Sea, 
from Fort Worth, 
Emory, Texas 

from Yonkers, N. Y., to 
Coopersburg, Pa. 
from 511 State Bank Bldg 
Clinic, 1404 Main St., Win 


Goldner, Malvin A., from New York, N. Y., 
to 234 Hicksville Road, Seaford, L. I., N. Y 
Goodman, Louis, DMS °53; 16502 Muirland, 
Detroit 30, Mich. 

Greenberg. Gordon, 
603 W. State St., Trenton 8, 

Griffin, James E., Jr., from 3833 The 
3900 The Paseo, Kansas City 4, Mo. 

Gurman, Stanley N., from Brooklyn, N. Y., 
to 29 Popham Road, Scarsdale, N. Y. 

'larbaugh, Robert E., from Dallas, Texas, to 
Wetzel Osteopathic Hospital, 105 E. Ohtro 
St.. Clinton, Mo. 

Harkins, Deniel J., from 1389 N. W. Sevent! 
Ee.. to Roosevelt Hospitz al, 5642 N. E. Sec 
ond Ave., Miami 37, Fla. 

Harmon, Robert ies ie 
geles County Osteopathic 
Mission Road, Los Angeles 33, Calif. 

Harris, Elmer W., from Chicago, Ill, to 42 
N. Main St., Rochester, N. H. 

Hawes, Charles M.. from Detroit, 
5004 Ross Ave., Dallas 6, Texas 

Haydock, John S., from Des Moines, Iowa, 
to McCormick Osteopathic Hospital & 
Clinic, Inc., 319 Grand Ave., Moberly, Mo. 

Hickman, Irene, from Los Angeles, Calif., io 
3030 N. Del Mar, South San goo Calif 
(Change of name from Irene H. Giles) 

Hoage, Jack M., COPS °52; Byrne Medical 
Dentai oe 612 W. Lancaster Blvd., Lan 
caster, Calif. 

Hopkinson, Mary R., 
to 4630 S. “D” St., Tacoma 8, Wash. 

Hutton. Walter W..’ from Moberly, Mo. to 
235 Fourth Ave., S., Saskatoon, Sask., Can 
ada 

Irwin, Lowell E., 


from Beechwood, N. J., to 
I. 


Paseo, to 


COPS °52; Los An 
Hospital, 1100 N. 


Mich., to 


from 1219 — Ave., 


1021 N. Hoover St., 
to 2662 W. Avenue 35, Los Angeles 65, Calif. 
Jealous, Sargent, from Saco, Maine, to Osteo- 
pathic Hospital of Maine, 335 Brighton Ave., 


Portland 4, Maine 

Johnson, Bruce C., KCOS °53; Riverside Os- 
teopathic Hospital, 165 George St., Trenton, 
Mich. 

Johnson, Leroy C., from Pontiac, Mich, to 4478 
Dixie Highway, Drayton Plains, Mich. 

Jones, Arnold M., from 616 S. Main St., to 
_ 1818 E, 15th St., Tulsa 4, Okla. 

Hern.an, from 807 D St., 
St.. San Bernardino, Calif. 

Kennedy, John, from La Crescenta, Calif., to 
1800A Bara Road, Glendale 8, Calif. 

Kirk, Norbert Lane, from Brookfield, Mo., to 
Knob Noster, Mo. 

Laird, Walter J., from Ithaca, Mich., to Indian 

iver, Mich. 

Landis, Martin S.. KCOS °53; Riverside Os- 
teopathic Hospital, 165 George St., Trenton, 
Mich. 

Larson, George M., from Chicago, IIL, 
W. Eighth Ave.. Eugene, Ore. 

Lassoff, Irving, COPS *52; 1228%4 N. 
wood St., Burbank, Calif. 

Lavell, Louis W., from Waldo General Hos- 
pital, to 330 Times Square, Seattle 1, Wash 

Leavitt, Clifford A., CCO 53; 371 Shaw Ave., 
Apt. 5, Dayton = Ohio 

Lee, Raymond B., from 5115 Montrose Ave., 
to 510 W. Hamilton, Houston 3, Texas 

Legg, William J., KC °53; Osteopathic Hos- 
pital of Kansas City, 926 E. 
City 6E, Mo. 

Levine, Edward J., DMS °53; Grandview Hos- 
pital, 405 Grand Ave., Dayton 5, Ohio 
Lipton, Nathan, from Butler, Pa., to Veterans 
Administration Regional Clinic, Fulton 

Bidg., Pittsburgh 22, Pa. 

Lopat, Stanley P., from Upland, Calif., to 
601 N. Campus 'Ave., Ontario, Calif. 

Lovelace, John Haywood, II, from Oakland, 
Calif., to 251 S. 15th St., San Jose 12, Calif. 

Lykins, Marvin L.. COPS '52; 905 West Olive, 
Porterville, Calif. 


from 


to 805 “D” 


to 595 


Ken- 


lith St., Kansas 














WRITING TO ADVERTISERS 





Journal A.O.A. PLEASE MENTION THE JOURNAL WHEN 
November, 1953 











Maldonado, Robert A., COPS °52; 426 N. San 
Gabriel Ave., Azusa, Calif. 
Malet, Sidney, from Levittown, L. L., 


NM. Yeo 

to 600 Eastern Parkway, Brooklyn 25, Me Bs 

Malumphy, Francis J., from Needham, Mass., 

to 150 Manning St., Needham Heights 94, 
Mass. ‘ 


Manchester, Dallas, from Madison, Maine, to 
N. Howard St., Croswell, Mich. 

Mannarelli, A. A., from Kirksville, Mo., to 
Box 68, Farmington, Mo. fe : , : ; 

Mansour, Adiib, COPS '52; 815 N. Blades A problem that appears so often in your daily 
St., Los Angeles 63, Calif, d o 



























































































Masten, Charles, CCO ’52; Garden City Osteo- Irs : 
pathic —— 30548 Ford Road, Garden practice. 
City, Mic , ae ° : e 
MeCarrick: Harold L., COPS '52; 1415 N. You can now offer these patients a choice of two 
Sates Ave., Los Angeies . a Calif, ° ° ° 
McCorkle, J. Warren, KC Amarillo Osteo- different appetite appeasing formulae. 


pathic Hospital, Inc., sor W. Tenth St., 
Amarillo, Texas 


a va 4 « Ss o & ans, N. la., Tra r ~ Se 
Mc aetae Eloves Mile Road, Roseville, Mich. DU-SO-TABS—A professionally accepted and 
McKay, Donald F.. from Detrost, Mich.. to proven formula that is complete in that it supplies 
not only the bulk producing hydrophilic ingred- 


10229 Bauman Road, Houston 22, Texas 
Minnick, Edward R., from 6714 W. Madison 
St., to 722 Sixth Ave., Des Moines 9, lowa 


sleas Mil Ss ) ee a 1 4s f. = 

PB nnn — oy Fy Mich.. ients, but also the essential dietary factors which 
o 5 wr St. S ‘ernando, T dad, - . 
27 Se ee are apt to be decreased or absent from a calorie 


Moore, Ralph L., from 602 E. Florida Ave., 
to 602A E. Florida Ave., Hemet, Calif. 

Mote, Bill G., KCOS ’53; Parkview Hospital, 
1920 Parkwood Ave., Toledo 2, Ohio : 

Nash, Gerard K., DMS °53; Amarillo Osteo , , "se , is 
pathic Hospital, Inc., 801 W. Tenth St., wo week's supp!y....------ $4.00 List 
Amarillo, Texas % © , = 

Nassau, Philip, PCO °53; 5810 Willows Ave., Month's supply .............- $7.00 List 
Philadelphia 43, Pa. 


restricted diet. 


O'ce ri ol M., fro 1112 Woodside, to os Pa “AT r 

sod Woodeide- Mamie a. CELL-O-SNAX—A methylcellulose bulk pro- 
Orth, H , from Detroit, Mich., to 2521 

Y HC... Je., trom Detroit —"" ducing wafer, that looks and tastes like a graham 


Os Edw S., fro 133 Map Ave., to 69 
= ah Ey Po oy specimen cracker. These delicious wafers contain 1.5 Gm. 
Overton, Lz E., fre ) W. Broadway, ; rd ° . 
\o. 505 W. Eighth’ Fg bby gue of methylcellulose each, and each is equivalent to 
Ovle, Irving, PCO '53; 1134 S. 47th St., Phil: ; : : . : 
eT.” = — approximately 30 calories. They help in appeas- 
P aud, Ge ‘4 O., r.. fro Bo 1518, to . . ° he - 
‘Box 1126, New Port ‘iicher Fla. ing the appetite by producing a satisfying sense 
Polk, Henry Allan, PCO °53; Detroit Osteo e ¢ at, ad : ° . 
paihic Hospital, 12523 Third Ave., Detroit of fullness, are an ideal adjunct to a reducing 
3 t ; 
Rinek test K.. trom 61S W, Broadway, to regime because they can be used as between 
595 W. Eighth St., Eugene, ~al “snacks.” 
Romeo, Joseph M., PCO 53; 33 Haddon Ave., mea Snacks. 
Westra I N. . 
Rose illiam “jig cco "53; Zieger Osteo acles ~ » . = 
pathic Hospital, 4244 Livernois ies.. De One pound package (60 crackers) eienicitinieans $3.00 List 


troit 10. Mich. 
Rubenstein, Harry, from Brooklyn, N. Y., to P —— . 
58 Wdneweter Piece, Rasoweter, Mi. 3. rofessional literature upon request 
Runions, M. R., from Sioux City, Iowa, to 
624 Second Ave., S. E., Spencer, Iowa 


To. aie WOODARD LABORATORIES, INC. 


Sayre. G. C., from Durand, Mich., to 127'% 

S. Cochran, Charlotte, Mich. Tact 7: S teae : wlae &7 (- 
Schaap, Charles B., from South Gate, Calif., 2308 West 7th Street - " - Los Angeles o7, ( al. 

to Box A, Orangevale, Calif. DUnkirk 7-3158 
Schaap, Marie Harkins, from South Gate, 

Calif., to Box A., Orangevale, Calif os . . . 
Schaeffer, E. M., from 18160 Woodward Ave., Los Angeles San Francisco ® Portland ® Akron ® Detroit ® Dallas 
_to 12507 Livernois Ave., Detroit 4, Mich. Denver ® Wichita ® Kansas City (Mo.) @ St. Louis ®@ Baltimore 
Scothorn, Samuel L., from 312 Andrews Bldg., 

to 3019-B Monticello St., Dallas 5, Texas Vancouver, B. C. 


Seymour, Stephen A., from 624-26 Times 
Bldg., to 836 Pine Ave., Long Beach 13, 
Calif. 

Shaub, Victor W., KC °53; Lamb Memorial 
Hospital, 1560 Humboldt St., Denver 18, — 
Colo. 

Sheldon. Robert H., from Dearborn, Mich., 
to 2638 Tremainsville Road, Toledo 13, 











Ohio 
Siegel, Saul. from 202 Bruce Bldg., to 1204 Stippich, H. W., from Meriden, Conn., to Van Andel, Claude A., from Chicago, IIl., to 
Lucinda, Perry, Iowa 1874 Hillview St., Sarasota, Fla. 405 Muskegon Bldg., Muskegon, Mich. 
Siehl, Paul W., from New Paris, Ohio, to Stout, Lorea DeVore, from Chicago, IIll., to Vander Roest, William E., from 12523 Third 
5224 W. Third St., Dayton 7, Ohio Box 191, Hammond, Wis. Ave., to 18620 Russell, Detroit 3, Mich 
Smith, Crews Z., from General Delivery, to Streeter, Franz M., from San Diego, Calif., Van Doren, Sara, from Kittanning, Pa., to 
Box 518, Moore, Okla. , _to 907 N. Second St., Bostonia, Calif. 617 Neville St., Pittsburgh 13 _— a 
Smith, Elwood Q.. COPS °52: 825 Hunting Suffern, M. Grayle, from Altadena, Calif., to Wa teen OS "tr iam City. M 
ton Blvd., San Marino, Calif. Bower-Suffern Medical Group Bldg., 164 N. 1107 Main ag “fo ity, Mo., to 
Smoot, Esther, from 2105 Independence Ave., Oak Knoll Ave., Pasadena 4, Calif ae Reh = Fk F " oo om 31d 
to Osteopathic Hospital of Kansas City, 926 Sutherland, Ralph M., from El Monte, Calif., von yy Las from o Citizens Bldg., 
E. 11th St., Kansas City 6E, ‘Mo. . to  . Joaquin Medical Center, San Joaquin, Fla, S. Olive Ave., West Palm Beach, 
vane -. a, * ahit 
Snedeker, James R from, Kansas City: Kans. saiton, Hubert Ln from Fort, Wayne, Ind, Voorhees, John A. from Alva, Okla, to Bos 
Snedeker, Mary McClellan, from Bethel, Kans to 1317 Lincoln Way, W., South Bend 16, Ssaty: L amont, Okie. 
° 3 4 _— 4 Ind Voss, Fred A., from Chicago, Ill., to 611 S 


to 104 Broadway St., Denver 9, Colo. 


: . ; ; . Sutton, Sara Esther, DMS °53; Farrow Osteo Monroe St., Monroe, Mich 
Snyder, FE 2S 2 Z . > ‘ > 4 ’ ’ 
om = —_ WwW. Walnue hn Philadelohie agg — & Hospital, 239 W Tenth St., Wake! a Robert W., from Melrose, Mass., 
. 44, Pa. . Taaffe, William G., from 820 Sherman Ave., _— 5 Linden St., Reading, Mass 
Spanos, Lewis G., from Mount Clemens, Mich., to 2121 South Bend Ave., South Bend 17 “ — getty An. Brame seemen, Se. 
to Cafaro Memorial Hospital, Broadway & ind. , . 25004 Van Born Road, Dearborn, Mich 
Florencedale, Youngstown, Ohio Taylor, Carl J., COPS °52; 112 E. Williams Walters, Herbert A., from Muskegon, Mich., 
Steffen, Harvey H., from 204 Bissantz Bldg., St., Barstow, Calif. ; sj to 1005 Jefferson Ave., Wilmington 1, Del 
to 2307 E. First St., Wichita 7, Kans. T aylor, Frank H., from 1100 N. Mission Webber, Leighton C., KCOS °53; 302 
Sterrett, H. Willard Ir. from 112 W. Walnut Road, to 1330 W. Sixth St., Los Angeles Conant St., Maumee, Ohio 
Lane, to 1537 Pine St., Philadelphia 2, Pa 17, Calif Walser, Albert L., from Tulsa, Okla., to 
Stevenson, Robert M., from Bay Village, Thomas, William A., from Detroit, Mich., to The Meyers Clinic, 800 S. Berendo St., Los 


Ohio, to Kent Natl. Bank Bldg., Kent, Ohio 1115 W. Alabama St., Houston 6, Texas Angeles 5, Calif. 











Suggest this topical therapy 
between office visits for 


RHEUMATIC 
ACHES:PAINS 


Muscle Soreness and Stiffness 
Lumbago and Neuritis Discomfort 


Between professional visits, your 
patients should welcome this topi- 
cal analgesic, counter-irritant, de- 
congestive home therapy. Suggest 
that they massage the affected area 
with Musterole. 








Musterole with massage helps in- 
crease topical circulation creating 
needed heat right where applied— 
and brings fresh blood to the af- 
fected parts for symptomatic re- 
lief. A clean white rub that will 
not stain the clothing. 


The only rub made in 3 different 
strengths: Children’s Mild for ten- 
der skin. Regular for adults and 
Extra-Strong Musterole for more 
distressing cases. 








j.'° MEDICAL 
So" FABRICS 


MANUFACTURERS OF 


E-L-A-S-T-I-C 


BANDAGES and DRESSINGS 


Presso® Pressoplast® 
-L-A-S-T-1- 
pace enone * apuEsive BANDAGE 
Two Types 


THESE BANDAGES 
made Sos 


are 
fine quality FLESH COLOR — 





yarns, insure the cor- 
of rey om a support. ASTRAL 
an i) 

‘Available in: FEATHER =DG 
NATURAL and FLESH and Hospital Packages. 
LOR. Sizes: 51% Yds. 

(Stretched) x 2”, sy": 

3 3 a”, 5”, ". 

Ra”, 10” 

. ® Pressoplast® 
Presso®-L a-L-A-S-T-1-€ 
ADHESIVE 
IN Lid 

MUtasTic BANDAGE FINGER DRESSINGS 

REINFORCED with rubber STICK PADS 

thread to insure continued corick TAPE 

degree of elasticity and WOUND PATCHES 

pressure WING DRESSINGS 

FEATHER EDGE prevents Teer PATCHES 

slipping. Available in: 

BATURAL a | fs 
izes: 
(Stretched) x 2”, 24". Presso®-Lastic 


CONTURA ®eanvace 
UNA-GEL ®eanvace 


LITERATURE, SAMPLES. PRICES ON REQUEST 


Medical Fabetes C. .* 


PATERSON |, NEW JERSEY 
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from 1832 Spruce St., 
Philadelphia 3, Pa. 
Weitzel, John, from Flint, Mich., to Harrison, 


Mich. 
White, W. E., from 1501 W. 
Fourth St., N. W., 


Weingrad, Leon, 
1737 Chestnut St., 


to 


Central St., to 

5407 Albuquerque, N. 
Mex. 

Wiersema, Jay A., from Chicago, IIL, 
Orange St., S. E., Route 3, Grand 
Mich. 

Wildman, W. 


to 2795 


Rapids, 


W., from Hagerman, N. Mex., 
to 308 W. Richardson, Artesia, N. Mex. 
Wilson, Otis Jr., from Kirksville, Mo., to 

Hamilton Bhiz.. McKenzie, Tenn. 

Wooster, William E., frém Highland Park, 
Mich., to Los Angeles County Osteopathic 
Hospital, 1100 N. Mission Road, Los An- 
geles 33, Calif. 

Wright, Harlan O. L., 
Clinic-Hospital, 2401 
Texas 

Yeoham, 
to 7125 


COPS °52; Porter 
19th St., Lubbock, 


James Alfred, 
Allen Road, 


from Trenton, Mich., 


Allen Park, Mich. 


APPLICATIONS FOR 
MEMBERSHIP 
CALIFORNIA 


Gallay, Herbert B., (Renewal) 
gundo Blvd., Compton 


2257 El 


Se- 


Useem, Jack E., (Renewal) 1721 N. Vermont 
Ave., Los Angeles 27 
COLORADO 
Prescott, Allen B., (Renewal) 202 Bon Durant 
Bidg., Pueblo 
Moore, E. Dene, (Renewal) Rifle 


ILLINOIS 
Arthur B., (Renewal) 27 


Chicago 3 
INDIANA 
William C., 602 N. 


Holzworth, 
roe St., 


E. Mon 


Thompson, 
Vincennes 


Third 


at... 


KENTUCKY 
M. T., (Renewal) 


Owensboro 


LOUISIANA 
Campbell, Paul M., (Renewal) 
way, Minden 
Gilchrist, Thomas R., 
der, Shreveport 


Boulware, 
Drive, 


1829 


Mayfair 


130 N. Broad 


(Renewal) 3109 Alexan 


MAINE 


Barden, Cora E., (Renewal) 10 Mason St., 


Brunswick 
Willette, L. L., 
\ 


(Renewal) Box 3, Howland 
V 


Simpson, C. (Renewal) 50 Main St., 
Newport 
Simpson, Sarah W., (Renewal) 50 Main St., 
Newport 
MASSACHUSETTS 
Carney, Thomas F., 62 Hillside Ave., Law- 
rence 
MICHIGAN 
Kani, E. Edward, (Renewal) Detroit Osteo- 
pathic Hospital, 12523 Third Ave., Detroit 3 
Schurr, Kenneth E., (Renewal) 14103 Fenkell 


Ave., Detroit 27 


Morey, Howard W., (Renewal) 722 Eastern 
Ave., S. E., Grand Rapids 3 
Miller, Eugene E., (Renewal) 210 Main St., 
Harbor Springs 
SSOURI 
Mabrey, Raymond B., (Renewal) Gibson Hos- 
pital & Clinic, Edina 
Howell, Carlton E., 314 W. Main St., Flat 
River 
NEW HAMPSHIRE 
Daley, Joseph A., (Renewal) 113 Lake Shore 
Road, Salem 
NEW JERSEY 
Heinemeyer, Theodore G., (Renewal) 123 
Westfield Ave., Elizabeth '8 
Johnson, Edward H., (Renewal) 72 Montclair 
Ave., Montclair 
NEW MEXICO 
Hoermann, C. E., 118 Richmond, N. E., 
Albuquerque 
OHIO 
Herbert, B. E., (Renewal) 65 S. Irwin St., 
Dayton 3 
TEXAS 
Van Schoick, Robert D., (Renewal) Box 8, 
Leonard 
VERMONT 
Sherburne, H. K., (Renewal) Mead Bldg., 
Rutland 
CANADA 
ONTARIO 
Wilson, J. Edwin, (Renewal) Wilson Bldg., 


3arrie 
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UROLOGY 


Special attention to Prostate 
conditions, including Trans- 


Urethral resection. 


GASTRO-INTESTINAL 





Special attention to resistant 


colon and rectal conditions. 





(Established 1933) 


Devine Bros. Hospital 


(Osteopathic) 
918 Oak, Kansas City 6, Mo. 














LITERATURE 
WALL RACK 








For office, clinic or hospital. 


Made of strong, welded steel, en- 

ameled black, with green fibre 

backing, and black chain hanger. 

Size 20 in. x 16% in. Weight 2 

lbs. 6 ozs. (with crate 7 lbs.) 

Keeps literature clean and 
orderly. 


F.o.b. Chicago—$5.00 


AMERICAN OSTEOPATHIC 
ASSOCIATION 


212 E. Ohio St. Chicago 11, Tl. 
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Key loahan Doar! 


| 


Too OFTEN WE CAREFULLY lock the barn door after Dobbin has scampered down the lane. 


So it is with the patient who comes to you because of a common cold. How much better it 
would be if that cold could have been prevented. 


But Science has not yet discovered an infallible way to forestall the common cold. Of course 
if every one built up his resistance to infections there would probably be a noticeable drop in 
the frequency of colds. 


Perhaps this would be the key to lock the barn 
door before Dobbin gets a head start. 


involves many factors, a very important one 


You know, Doctor, that resistance to infections 
being adequate nutrition. 


ITAMINERALS INC. 


When your patient is deficient in vitamins and 
minerals he is apt to be more susceptible to 
colds and other infections of the upper respir- 
tory tract. 


Glendale 1, California 





The antihistaminic-like action of Vitamin C is recognized and where it is present in high enough 
amounts, the symptomatic relief of head colds, hay fever and other similar infections or condi- 
tions may well follow. 


In VM. No. 2C, Multi-Vitamin Dietary Supplement, and VM. No. 2C-++- (Plus), where a higher 
potency of Vitamin C is required, Vitamin C is present in generous potencies, and while no 
claim is made that these formulas will necessarily prevent colds, it is a fact that these anti- 
toxic, safe, dietary supplements are recommended to build up resistance where the need for 
these important nutritional aids is indicated. 
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RESULTS COUNT !...in Superficial Fungous 


Infections especially DERMATOMYCOSIS PEDIS 


(Athlete's Foot) 


“= []BSENBX: 


So: Ointment and powder of ZINCUNDECATE 
— Solution of UNDECYLENIC ACID 


Cures average case in one to three weeks 


WALLACE & TIERNAN PRODUCTS, INC., Belleville 9, N. J., U.S.A. 





Pharmaceutical Division 











PD-32 











BETTER CONTROL with LESS CONTROL 


in A self-aciditying methenamine urinary antiseptic permitting high dosage 


CHRONIC 
URINARY 
INFECTIONS 


without toxicity. Quickly soothes inflamed mucosa. Bacteriostatic 
against E. Coli, S. Albus, S. Aureus. Requires no periodic blood tests, 
etc. May be prescribed alone or with suitable antispasmodics and sed- 





atives as individually required—tr. belladonna, tr. hyoscyamus, pheno- 
barbital, etc. Especially useful for older patients. Send for samples. 


COBBE PHAR. DIV.—BORCHERDT MALT EXTRACT CoO. 
217 N. Wolcott Ave. Chicago 12, Illinois 























THE NEUROPSYCHIATRIC FOUNDATION, INC. 
Offers one and two year 


FELLOWSHIPS IN PSYCHIATRY IN THE MEYERS CLINIC, LOS ANGELES 


Training is available in the range of ambulant psychiatry os 
with the psychologist and psychiatric social worker. STIPE 


Graduates of approved colleges of osteopathy are eligible. APPLY TO THE DIRECTOR 


THE MEYERS CLINIC 


hasizing diagnosis and psychotherapy in coordination 
D $2,400 PER YEAR. 


800 SOUTH BERENDO ST. LOS ANGELES 5, CALIF. 
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For Intestinal Dysfunction 


NUCARPON® 


Each tablet cont: Extract 
of Rhubarb, Senna, Precip. 
Sulfur, Peppermint Oil, 
Fennel Oil in activated 
charcoal base. 


= iL» 4) 2 
Re eS 


> 
. 


mall 
For making Burow’'s Solution 
U.S.P. XIV 
WET DRESSING Use 


PRESTO-BORO® 


(Aluminum Sulfate and 


. igh! . 
Valerian or efficiencY 
of 


E and EUPHORIC 


A us excitement ood . Saiciem Acetate) . 
of nervo gastrointes °) oe SS ELOPES 
jac an For treatment of Swellings, 
inflammations, Sprains 
lets : sd 
of 100 ta For Pulmonary Conditions 


TRANSPULMIN® 
Dose: | oF 


3% solution Quinine with 


- 242% Camphor for Intra- 
SOP Nn lOr4 40 dal 0 0. (el tene er Vem @lOmmminl@mm 253 W. 2éth St.. New York |, N.Y. 
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5: 3 and . 
menopau® d tion Pharmacies 


te of 50 
2 tablets tid. Bottle 
At 


neuroses: ak PrescriP 





Be 


muscular Injection 








































is only skin deep” 


RIASOL 


acts “skin deep’’ in 


PSORIASIS 








Granted that beauty is only skin deep, the depth of 
the skin can be very important. In the treatment of 
psoriasis, for instance, agents that act merely on the 
surface have very little therapeutic value. 


The penetrating saponaceous vehicle of RIASOL car- 
ries the active ingredients below the surface, brings 
them in actual contact with the deeper epidermal layers. 
Here is where the lesions of psoriasis originate. 


The deep alterative action of RIASOL accounts for 
results unequaled by many other medications. In a 
series of severe cases which had failed to respond to 
previous therapies, the psoriatic patches cleared or were 
greatly improved by RIASOL in 76% of all cases; the 
lesions cleared in an average of 8 weeks; and remissions 
were greatly reduced. 


RIASOL contains 0.45% mercury chemically com- 
bined with soaps, 0.5% phenol and 0.75% cresol in a 
washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin invisible, economical film suffices. No 
bandages required. After one week, adjust to patient's 
progress. 


Ethically promoted RIASOL is supplied in 4 and 8 
fid. oz. bottles at pharmacies or direct. 





MAIL COUPON TODAY— 
TEST RIASOL 
YOURSELF 





* ‘ vs 


After Use of Riasol Treatment 





SHIELD LABORATORIES JAOA 11-53 
12850 Mansfield Avenue, Detroit 27, Mich. 








Please send me professional literature and generous clinical package of RIASOL. 
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| NOW IS THE TIME 
FUNGICIDE we 


GERMICIDE ANTIPRURITIC BIND YOUR A.O.A. JOURNALS 


D> FF . 
DERMYCI A September started the new volume! 


Laboratory and clinical investigations have 
proved Dérmycin effective against a variety of 
skin-infecting bacteria and fungi. 
Indications for its use include: 
TINEA INFECTIONS 

(“athlete’s foot,” tinea capitis, Dhobic itch, etc.) 

PRURITUS ANI 

(of fungus origin) 

ACNE VULGARIS 


IMPETIGO 
DERMATITIS VENENATA 
(as ivy, oak poisoning) 
MINOR SURGERY Black simulated leather binder made to 
Dermycin is so useful, so versatile, it appeals to hold 12 issues 
specialist and general practitioner alike. 


In all cases the area must be washed with mild white soap | T T , . 
at aan ie Geet eels Pcs os Gale Sites © eee Name of JOURNAL stamped in gold 


or as a wet dressing where indicated. 


Supplied in 1, 2, 8 and 16 ff. oz. bottles. 
(Dermycin is not advertised to the laity.) 


Write for professional sample. 














on backbone 


A ready reference that will last a lifetime 





Price $3.75 (Postpaid) 


CHAL-YON CORPORATION 


65 PINE STREET mew von will American Osteopathic Association 


212 E. Ohio St., Chicago 11, Ill. 








Siw Publbec Ke Lottens Flas 
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; r—/ and Send 
DAILY Loc 


“FOR A BETTER 
fo> 1034 TOMORROW” 


? AND 
The Daily Log takes the guess-work and uncertainty out 


of tax reporting—it’s fully approved by tax authorities. “PHYSICIAN AND 
This one-volume financial record book gives you a short 


cut to net income—reduces billing mix-ups—itemizes all SURGEON - D.O.” 
expenses—catches all charges due. No bookkeeping expe- 
rience needed—costs less than 3c per day. Praised for its 
simplicity and completeness by doctors everywhere for AVAILABLE FREE 


over 26 years. Price: $7.25 complete. Satisfaction 
guaranteed. 


Complete information and 
FREE Record Supplies Catalog Write 


Cone GS CEQUEE. THE OSTEOPATHIC FOUNDATION 
COLWELL PUBLISHING COMPANY 212 E. Ohio Street, Chicago 11, Illinois 


265 University Ave. CHAMPAIGN, ILLINOIS 
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Freedom From gS Chioro-Sul 


VV Re) dle) cele ‘ vaginal suppositories 


Minimize Pain and Discomfort 


vaginal Promote Healing 


re P t and Control Infecti 
DISCHARGES Phy pon Pootmoesl Co,, Columbus 15, Ohi 


The Columbus Pharmacal Co., 








For mucous membrane— 


bland, effective 
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The Alkalol Company 


Y/N Mass. 
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New Skin Protectant Aids Healing of 
EXTERNALLY CAUSED DERMATOSES 


When Silicote is applied to excoriated surfaces, it forms an effective 
repellent against irritating substances. By protecting skin from irri- 
tants, it permits underlying tissues to heal. Results have been observed 
in as little as 24 to 48 hours on cases formerly intractable to other 
currently acceptable therapy. 






ey 
X 


=? 





Silicote is dry and invisible on hands, does not wash off readily, 
allows patients to pursue normal daily activities. 










Silicote is the original silicone ointment described in the Journal 
of Investigative Dermatology (17:125, Sept., 1951). It is inert, non-toxic, 
non-sensitizing. May be applied freely to non-infected, non-weeping 
areas. Contains no nitrocellulose, is non-occlusive, permits skin function, 
and need not be removed. 


DIAPER 
RASH 






















OCCUPATIONAL 
DERMATOSES 









Contains 30% silicones in specially refined petroleum base. 


Available in 1 oz. tubes and 1 Ib. jars. 


ARNAR-STONE LABORATORIES, INC. 


i316-C Sherman Ave., Evanston, Ill. 
In Canada: Brent Laboratories, Ltd., Toronto 










CONTACT 
ALLERGENS 


INTERTRIGO 


COLOSToM 
DRAINAGE , 
IRRITATION 










FREE *one Tiercture 





SILICONE OINTMENT 
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MORE AMINOPHYLLINE IS NEEDED 


FOR A FULL THERAPEUTIC EFFECT ORALLY 


Only Cardalin supplies the necessary 5 gr. of protected 
aminophylline per tablet . . . two protective factors effectively 





minimize gastric side actions. Thus, Cardalin tablets permit 


institution and maintenance of effective oral aminophylline 


therapy in bronchial asthma, cardiac conditions and in 


edematous states. 


Each Cardalin tablet contains 


Aminophylline. .... rere | A 
Aluminum Hydroxide. .........2.5 gt. 
Ethyl Aminobenzoate.......... 0.5 gr. 
u/100 ce. 
1500 
< TWO CARDALIN TABLETS 
2 1250 
et 
< 
= 1000 
< ONE CARDALIN TABLET 
cet 
* 750 
— 
z 
= 500 
> 
Fa 
° 250 7Y2 GR. AMINOPHYLLINE 1.V. 
4 
~ 


HOURS 1 2 3 4 5 6 


AFTER ADMINISTRATION 


Supplied: Bottles of 50, 100, 
500, 1000. Also available, 
Cardalin-Phen containing \% gr. 


phenobarbital per tablet. 


Sustained plasma theophylline levels were higher with 
1 or 2 oral Cardalin tablets than with 7’ gr. 


aminophylline I.V. 


(Adapted from Bickerman, H_ A., et al.: Ann Allergy 11: 301, 
(May-June) 1953, and Truitt, E. B., Jr., et al J Pharmacol. & Exper 


Therap., 100: 309, 1950.) 


Cardalin -.. 


PATENT PENDING 


IRWIN, NEISLER & COMPANY - DECATUR, ILLINOIS 
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Non-Dietary Factors 
in Feeding Problems 


Emotional disturbances in infants and chil- 
dren may often be reflected in feeding problems 
with symptoms referable to the gastro-intestinal 
tract. Some of these difficulties are resolved by 
growth, others require therapy above and be- 
yond dietary changes. 


The literature stresses that certain G-I disorders 
in children can be produced by autonomic im- 
balance, and particularly excessive cholinergic 
(parasympathetic) impulses. 


In these, the basic therapeutic need is for anti- 
cholinergic measures. The use of atropine (50- 
50 mixture of dextro- and levo-hyoscyamine) 
for this purpose is well-known. While the levo- 
form produces the necessary anti-cholinergic ac- 
tion, the dextro- component is the main source 
of atropine’s central, toxic effects. 


Pure levo-alkaloid of belladonna (primarily 
1-hyoscyamine ) is available as Bellafoline. 
This preparation is: 
a) weight for weight twice as active as 
atropine 


b) dose for dose half as toxic. 


Bellafoline has been combined with thera- 
peutically adequate doses of phenobarbital for 
antispasmodic sedative effect — Belladenal: 


a) Elixir: each 4 cc. (approx. one teaspoon- 
ful) contains: 


0.0625 mg. (1/1000 gr.) Bellafoline 
12.5 mg. (3/16 gr.) phenobarbital 
(equivalent to 4% Belladenal cablet) 


b) Tablets: each containing: 0.25 mg. 


(1/260 gr.) Bellafoline 
50 mg. (3% gt.) phenobarbital 


The table below is a guide to: 


BEST DOSAGE IN CHILDREN* 


ATROPINE DOSAGE OF 
DOSA’ 


AGE GE BELLADENAL 
SCHEDULE ELIXIR 





1 to 12 months | 1/1300 gr. 


to 1/650 gr. 
1/400 gr. 


¥2 teaspoonful 


1 to 3 years 1 teaspoonful 


3 to 6 years 1/150 gr. 2%2 teaspoonsful 


6 to 12 years 1/150 gr. 


to 1/75 gr. 


1 tablespoonful 








* This dosage schedule is based - 5 Coding of K. R. 
Unna et al: Pediatrics 6: 197, 


For full dosage table and cemeiee informa- 
tion and references on this sub ject, just re- 
quest “Infant Feeding Problems” literature. 


Sandoz 
Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 
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For cervicovaginal infections 
with LEUKORRHEA: 


FURACIN® 


In effective, convenient dosage form: 


FURACIN VAGINAL SUPPOSITORIES 





Some degree of leukorrhea occurs 
in over 50 per cent of multiparous 
women. When this is a result of 
bacterial cervicitis or vaginitis— 
accessible to vaginal medication— 
Furacin Vaginal Suppositories can 
abate markedly both the discharge 
and malodor. 









Some advantages of Furacin: 

* Bactericidal to the majority of pathogens of 
surface infections 

* Effective in blood, pus & serum 

* No interference with healing or phagocytosis 


References: Doyle, J. C.: Vaginal Infections and Their Man- 
agement, Urol. & Cutan. Rev. 55:618, 1951 « Schwartz, J.: Fura- 
cin Vaginal Suppositories in Pre- and Postoperative Treatment 
of Cervix and Vagina, Am. J. Obst. & Gynec. 63:579, 1952 « 
Weinstein, B. B. and Weinstein, D.: Vaginitis, Mississippi Doctor 
29:117, 1951. 


Formula: Furacin Vaginal Suppositories contain Furacin 
0.2% brand of nitrofurazone N.N.R., dissolved in a self-emulsi- 
fying, water-miscible base composed of glyceryl laurate 10% 
and synthetic wax. 


Literature on request 


sv rosh 


NORWICH, NEW YORE 





OTHER DOSAGE FORMS OF FURACIN INCLUDE 


FURACIN NASAL ° URETHRAL SUPPOSITORIES ° SOLUBLE POWDER 
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WHEN BALANCE IS IMPORTANT 


“One must view the quality of the diet as a whole and avoid the 
extremes and imbalances that are so often encountered by getting 
excited about only one or a few vitamins or minerals.’’* 

VITERRA provides an adequate daily supply of all interrelated 
Vitamins, Minerals and Trace Elements to assure maintenance of 
nutritional balance. 


*King, C.G.: Trends in the Science of Food and Its Relation to Life and Health, Nutrition Review, 10:4, (Jan.) 1953 


whenever balanced 
supplementation 
is required 


Specify 





Each capsule contains 


Vitamin A oe» « « « Sear ee ee ss kt ct ho et ew ee  & 
Vitamin D a a 500 U.S.P. Units ee «sa et en xe oe « oR 
Vitamin B 12 aa ae ae ae Copper +s & & & & & wt 4 B. mg. 
Thiamine Hydrochloride . . . . . . 3g. lodine 2 6 6 ee ee + + + 0.15 mg, 

7 . ee cm ef £ - -& 2 10 mg. 
PG. « « » «© © «© se es ow oe Manganese 1 mg 
Pyridoxine Hydrochloride . . . . . 0.5 mg. Magnesium ee ene ee 6 me. 
Niacinomide . . . . . . . . . 25mg. Molybdenum ta ee . . 0.2 mg. 
Ascorbic Acid. . . . . . . . . 50mg. Phosphorus . . . . . . . . . = 165 mg. 
Calcium Pantothenate . . . . . . 5mg. Pr . 2s & «ee we 5 mg. 
Mixed Tocopherols (Type 1V) . . . . 5 mg. Zine _-«-ct ek cow & & & ee 


J. B. ROERIG AND COMPANY + CHICAGO 
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Privine / 


6 
ry 
f 


Peey 


convenient 


effective 


Now, at work or play, 

patients with stuffy noses 

can carry the 

new Privine Nebulizer 

in purse or pocket. 
“They spray so they 

can breathe comfortably. 

"Bhe fine mist penetrates 

into the nasal passages 

for relief of nasal congestion— 

Potent, prompt, prolonged 


Privine® Nebulizer 
15 cc. of 0.05 per cent solution. 
Same composition and 
therapeutic advantages as 
, Privine Nasal Solution 
*\ widely prescribed in 
2 
s%. } drop dosage. 


NISTEWs ° 
Cc 7B SG t » ai Summit, New Jerseu eaivine® wHyDROCHLORIDE (NAPHAZOLINE HYDROCHLORIDE Ci8a) 2/rars 

















